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Abstract 

Clinical governance frameworks were constructed in New Zealand District Health Boards 
(DHBs) to address increasingly visible problems in the delivery of a high quality, value for 
money, safe and client-focussed publicly-funded healthcare system, staffed by clinically 
competent professionals. Prominent discourses favour an environment where health workers are 
considered responsible and accountable for their conduct and practices, reflecting DHB preferred 
knowledge and beliefs. The construction of clinical governance frameworks incorporates 
technologies of discipline, both foregrounding the emergence of subject positions aligned with 
quality and safety, and acting as instruments of surveillance so that conduct at all levels of the 
organisation can be monitored and corrected. This research explores how clinical governance 
discourses circulating within DHBs have produced a change in the subjectivities of occupational 
therapists and how their resulting subject positions have affected their everyday practices with 
clients. 

A post-structural Foucauldian discourse analysis methodology was used to identify the prominent 
discourses within a range of documents from two moments in time: just after the emergence of 
DHBs in New Zealand (2003-05) and twelve years later (2015-17), to make transparent changes 
in occupational therapist subject positions and practices. Research goals were twofold: firstly, to 
identify both dominant and receding discourses impacting the formation of occupational therapy 
subject positions; secondly, to reveal how occupational therapist subject positions influenced 
what practitioners did in the name of occupational therapy in New Zealand DHBs. 

Findings suggest that clinical governance frameworks have produced changes in the behaviour 
and practices of occupational therapists working in the DHBs. Subject positions whereby they 
engage in and demonstrate responsible, accountable and competent practice, risk minimisation, 
quality improvement, value for money, and client-centred behaviours and practices are 
foregrounded. Their practice extended beyond face-to-face client interventions, to include 
participation in activities which ensured the system as a whole conformed with discourses that 
prioritised efficiency and value for money across a population through standardisation of 
processes and focus on core practices. Coveted professional occupational therapy subject 
positions embracing a holistic, problem-solving, compassionate and individual approach 
somewhat receded, but appeared under certain conditions when the therapists exhibited resistive 
behaviour. 

Occupational therapists now hold two complex jobs: their front-line face to face patient 
intervention, and their behind-the-scenes quality, efficiency and risk management on behalf of 
the organisation. This means that they have to ‘walk the line’ between valued professional subject 
positions and those preferred by the DHB. It is an ethically and professionally tricky path to 
navigate. Serious engagement in reflective practices through external, confidential supervision as 
well as application of political reasoning through occupational justice activities are possibilities 
for future discussion. 
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Chapter 1  Introduction 

Everyone in this health organisation has two jobs: improving the system of 
care as well as providing care. 

– Robin Gauld, Governance of the New Zealand Health System

Chapter overview 
This introductory chapter provides background to set the scene for the following chapters, but 

more importantly, describes the purpose of the study and how I locate myself within it. This thesis 

poses the question “How has clinical governance influenced occupational therapy practice within 

District Health Boards in Aotearoa/New Zealand?” I have used a post-structural Foucauldian 

discourse analysis as the methodology to underpin the research. 

For an initial understanding of prominent constructs, I first briefly define ‘governance’, then 

describe the idea of ‘clinical governance’, and its relationship to the main delivery points of 

socialised medical care in New Zealand, the District Health Boards (DHBs). I also give a concise 

definition of occupational therapy which, as a profession engaged by DHBs, is the subject of my 

study. Importantly, I give an initial sketch of the meaning of ‘Foucauldian discourse analysis’ 

since I will use this approach to examine the clinical governance frameworks influencing the 

practice of occupational therapy in New Zealand DHBs. I also address the purpose of the study, 

and what I hope will be its outcome, which naturally poses the question of why I became interested 

in clinical governance, and leads to me positing my rationale as to why this study is important to 

occupational therapy practice, in particular. I continue with an overview of the research design. 

Finally, I provide a synopsis of each chapter, making visible the structure of the thesis. 

What is governance? 
Even before considering a definition of ‘clinical governance’, we need to have an understanding 

of the broader concept of ‘governance’ itself: what it is, and how it is applied. Farazmand (2004) 

traces the concept of governance back as far as the first empire of Persia, and its administrative 

system, under the king-emperors Cyrus and his son Darius, both historically acknowledged as 

“the Great”. Darius’ own words about the need for governance come down to us through two and 

a half millenia: “no empire can survive, much less prosper without a ‘sound economy and sound 

administrative system’.” (p. 11). 

In the modern world, Farazmand now defines governance as: 

A participatory process of governing the social, economic, and political affairs 
of a country, state, or local community through structures and values that 
mirror the society. It includes the state as an enabling institution, the 
constitutional framework, the civil society, the private sector, and the 
international/global institutional structure. (p. 11) 
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Expanding on these ideas, applied governance is a way to ensure that the establishment’s 

processes of administration, organisation and management visibly and actively operate in a 

manner that fulfils at least six basic criteria (Farazmand, 2004): 

• Up-to-date
• Competent
• Pre-emptive
• Reactive
• Responsible
• Answerable

Defining clinical governance in the New Zealand context 
Although central to this study, it has become clear that clinical governance is a fluid concept, and 

one of the things this study demonstrates is how, at different moments, various discourses are 

foregrounded and become dominant. One early document that describes clinical governance, but 

does not name it as such, regards it as “a systems approach for the New Zealand health and 

disability sector” (Ministry of Health, 2003a). While, historically, there have been multiple 

discourses at play concerning how New Zealand’s healthcare provision should be managed, 

prominent discourses concerning patient safety arising from the United Kingdom in the 1990s 

encouraged the take-up of a structure of clinical governance already embedded into the UK 

National Health System (NHS). Here, concerns had been raised regarding the competence of 

medical professions and the resulting safety of the patients using the NHS (Gottwald & 

Lansdown, 2014; Haxby et al., 2010; McSherry & Pearce, 2011; Wright & Hill, 2003). The 

conditions of existence that produced these discourses questioning practitioner competence and 

patient safety facilitated the appearance of “surfaces of emergence” (Foucault, 1972, p. 45) within 

NHS institutions, enabling the construction of a NHS clinical governance framework. 

After similar medical failures in New Zealand resulted in investigations of malpractice, such as 

the 1988 Cartwright Inquiry (Women's Health Action, 2014a) and the 2000 Gisborne Cervical 

Smear Inquiry (Women's Health Action, 2014b), the New Zealand government also 

acknowledged the presence of a patient safety and quality of care problem associated with the 

delivery of healthcare. The government took note of the patient safety and quality of care 

discourses coming from the UK and reasoned that practice behaviours associated with this 

framework would provide a high quality, safe and efficient healthcare system through regulation, 

monitoring and surveillance of clinical practice. 

District Health Boards 

Early in its tenure, the Fifth Labour Government introduced the New Zealand Public Health and 

Disability Act 2000, defining twenty DHBs, each responsible for the funding, provision and 

delivery of healthcare services in a designated geographical area. As of 2021, the remit of the 
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same twenty DHBs continues to include the provision of effective and efficient healthcare 

services, aiming to reduce health disparities and to encourage community involvement in 

healthcare (Ministry of Health, 2020)1. Through this legislation and supporting documents, the 

newly formed DHBs were obligated to develop what might be termed ‘quality of care 

frameworks’. The DHBs, then, were effectively designed at the outset to incorporate an early 

form of clinical governance into their organisations (French et al., 2001; King, 2000, 2001, 2004; 

Ministry of Health, 2003b; National Health Committee, 2001; New Zealand Public Health and 

Disability Act 2000). I will examine some more recent descriptions of clinical governance in later 

chapters. 

Occupational therapy 

The World Federation of Occupational Therapy provides a definition of occupational therapy as: 

A client-centred health profession concerned with promoting health and well-
being through occupation. The primary goal of occupational therapy is to 
enable people to participate in the activities of everyday life. Occupational 
therapists achieve this outcome by working with people and communities to 
enhance their ability to engage in the occupations they want to, need to, or are 
expected to do, or by modifying the occupation or the environment to better 
support their occupational engagement. (World Federation of Occupational 
Therapists, 2012) 

Occupational therapists (OTs)2 in New Zealand reference and take up this ideal definition; it 

appears on the profession’s official association website (Occupational Therapy New Zealand - 

Whakaora Ngangahau Aotearoa [OTNZ-WNA], 2021). Additionally, OTNZ-WNA recognises 

that in Te Reo Māori, whakaora ngangahau (occupational therapy) is understood as the 

“reawakening, or restoring to health one’s activeness, spiritedness and zeal”. The work of 

Molineux (2010) is also cited, arguing that occupation should be considered to be “active, 

...purposeful, ...meaningful, ...contextualised and ...human” (p. 17), impacting on health. When 

considering the impact of clinical governance on the practices of occupational therapy, these 

understandings should be kept in mind as they are the deep beliefs, the truths, and the knowledge 

of the profession. They inevitably influence the response of occupational therapy practitioners to 

clinical governance discourse, when they seek to identify opportunities and benefits within these 

discourses that might also be understood as attempts to direct and also restrict practice. 

The troubled nature of clinical governance 
There are some concerns associated with poor understanding of clinical governance, and I believe 

it is necessary to examine them. Firstly, despite shifts in allied health structure and leadership, 

1 In April 2021, the New Zealand Labour government announced two new national health bodies, Health NZ, and the 
Māori Health Authority, which will supercede the twenty Districts, as perhaps a ‘national super-DHB’. 
2 Occupational therapist(s) usually abbreviated as OT(s) in the text. Occupational therapy as a discipline has been 
written longhand to distinguish it from practitioners, except in lists and tables where the difference is clear. 
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problems and conflicts can occur between managers and clinical leaders due to conflicting 

discourses that prioritise different objectives and/or outcomes. Research suggests that recognition 

of the tension between “clinicians, health managers and policy makers... could be used to help 

understand the differences in their world views [and] bridge the divide” (Maani & Cavana, 2007, 

p. 195). Secondly, there is a claim that clinical governance causes “confusion, debate and 

disagreement on quality care” (Som, 2009, p. 98) due to insufficient clinician knowledge. This 

finding was supported by Staniland (2009) who also found that while organisational documents 

reported clinical governance practices were being enacted, not all staff understood or agreed with 

the take up of clinical governance. She argued that “the quality of care for patients will remain a 

paper exercise until organisational and practice issues were addressed” (p. 271). Finally, a later 

systematic review of 19 studies (Phillips et al., 2010) concerning how clinical governance played 

a part in healthcare delivery quality and safety suggested that frameworks were also “poorly 

understood ...equated with bureaucratic control or medical dominance” (p. 606). They were 

“fragmented, ...focus[ing] mainly on process rather than outcomes” (p. 602). Additionally, 

excessive use of practice guidelines were seen to restrict opportunities for quality development, 

yet create work around performance measurement rather than what was actually clinically needed. 

The research team concluded that it was “professional leadership, ...well-resourced peer support 

networks ...improvements driven by professionals at the practice level [and] funding of time for 

clinical governance” (p. 606) that should be primary drivers in the construction of clinical 

governance frameworks. 

On the other hand, Walsh (2014) reaffirmed that the concept of clinical governance does have 

potential, due to the focus on clinical effectiveness, risk management, patient involvement, audit, 

use of information services, and education and training. Importantly, though, Walsh stressed that 

full roll out of a clinical governance initiative is costly and that, in his opinion, the only 

justification for implementation is the achievement of real outcomes showing improved quality 

of care for patients. At the same time, Davies et al. (2014) cautioned that inclusion of allied health 

professionals, (such as OTs, speech-language- and physio-therapists), is often an afterthought in 

quality initiatives. 

Regardless of the health service knowledge of, and support for, clinical governance, it adds 

another framework that clinicians and managers alike must understand and work within. It calls 

for clinicians to participate in governance and quality improvement initiatives because “everyone 

in this health organisation has two jobs: improving the system for providing care as well as 

providing care” (Davies et al., 2014). However, sustaining the role of quality development 

alongside a clinician role is often challenging when clinical priorities take precedence; for some 

clinicians, conflict can arise when attempting to participate effectively in both roles. Ensuring 

adequate staffing and proper staff ratios are recommendations in the UK Berwick Report (National 

Advisory Group on the Safety of Patients in England, 2013), as a result of the finding that 



5 

inadequate staffing can create low morale, make it difficult to retain experienced staff, and more 

critically for patient care, build the potential for increased risk and safety issues through not 

having the time to develop or review treatment interventions. 

How clinical governance is defined and enacted can therefore be problematic. My study shows 

that multiple discourses are involved when considering the meaning and construction of clinical 

governance, and that intricate manifestations of relations of power run throughout its framework. 

As such, I would suggest that it can be difficult for OTs to understand how their personal and 

collective subject positions are produced by discourses circulating within the DHBs. In affirming 

that health professionals’ roles have two components, clinical and quality care service provision, 

clinical governance arguably creates subject positions for OTs in New Zealand to lead change 

and challenge ineffective systems and processes. However, shortcomings in its implementation, 

notably the apparent under-resourcing to free clinicians’ time, and the lack of mechanisms to 

bridge the different worldviews of managers and frontline staff, put any initiatives at risk. It is 

also challenging for OTs to uncover ways that would enable them to actively exploit, work within, 

or resist the impact of clinical governance on their practices. As the web of discourses is complex, 

it is not surprising that Wilkinson et al. (2011) concluded that “the active engagement of all 

clinicians with quality improvement is essential but as yet largely unrealised” (p. 45). For this 

reason, I believe it to be essential that discourses in relation to clinical governance and 

occupational therapy are uncovered and laid out for clinicians and the occupational therapy 

profession to consider through research, education and discussion. 

Foucauldian discourse analysis 
To delve deeper into the intentions behind, and the outcomes of, clinical governance, I have used 

a Foucauldian discourse analysis methodology, originating from the work of the influential 

French commentator Michel Foucault. His uncovering of the relationships between institutional 

power and the individual gave rise to what he termed ‘governmentality’: multiple power networks 

operating throughout society that are produced from types of knowledge concerned with external 

political security, internal security, and economics (Schirato et al., 2012). Foucault’s 

governmentality has allowed me to, (using Foucauldian terms), ‘make visible’ the operation of 

dominant discourses and power relations associated with DHB clinical governance frameworks. 

I used a governmentality lens to show how the regulation of the behaviour of a particular 

population occurs, in this case, OTs working in DHBs and is introduced later in the chapter. 

I investigated how particular knowledge, conveyed by political, economic and institutional 

discourses, produces (Foucauldian) ‘subjects’ such as OTs who adopt and engage in specific 
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practice behaviours (Auckland DHB, 2014, 2018; Waitematā DHB, 2014a)3. Furthermore, 

Foucauldian discourse analysis enabled me to understand and reveal the analytics of power 

(Dreyfus & Rabinow, 1982), the micro-practices, and the disciplinary techniques acting on DHB 

subjects. These mechanisms act to produce particular subjectivities and subject positions, through 

which preferred behaviours and practices are normalised to be taken up by practitioners and 

workers at all levels of the organisation (Auckland DHB, 2014, 2018; National 20 DHB Talent 

Management and Leadership Development Group, 2018; Waitematā DHB, 2014a). 

I also looked to Foucault’s later work and his growing understanding of “the relation of the 

individual to himself” (Foucault, 1980 in Paras, 2006, p. 109). Here, subjects hold agency to shape 

their own behaviour through self-surveillance and discipline (Paras, 2006), as well as truth telling, 

confession, reflection and problematization4, producing possibilities of free choice and resistance 

in their ‘doing’, or conduct (Foucault, 1978). 

Foucauldian discourse analysis requires both an understanding and actual use of the writing and 

ideas of Michel Foucault. To structure and guide my research, I have therefore used the notions 

from Foucault’s books, or as he has called them, “toolboxes” (Patton, 1979, p. 115). While 

‘archaeology’, ‘genealogy’ and ‘problematization’ (Foucault, 1970, 1972, 1977a, 1978) provide 

the necessary scaffolding for the thesis, I have particularly focussed on how the technologies of 

‘governmentality’ and ‘biopower’ (Foucault, 1978) are exercised. This is because the discourses 

associated with the formation of subjects and subjectivities are made visible by application of 

these technologies and their associated disciplinary mechanisms. Within the remit of clinical 

governance, these technologies shed light on how both OTs, the subjects, know themselves, and 

how occupational therapy practice is known (Weedon, 1997). In essence, I am interested in how 

these mechanisms act to produce the expected behaviour made visible by what OTs do in their 

daily practice. 

These important Foucauldian ideas are introduced in the next chapter, and detailed terminology 

is more fully addressed in Chapter 3: Foucauldian methodology. 

Purpose and outcome of the study 
My thesis will show that dominant discourses associated with the quality and safety of care can 

produce expected occupational therapy practitioner subjectivities and subject positions. I will also 

show that clinical governance discourses may have produced behavioural change through the 

introduction of alternative truths, changing knowledge and practices. Foucault’s methods have 

provided one way of understanding how discourses construct what we know and believe to be 

3 The DHB written name, as with many other Māori names, has evolved over the years, and ‘Waitematā” is now the 
preferred usage. To avoid confusion, I have rendered names of departments, documents and references exactly as 
they were written at the time, although they may now be considered anachronistic. 
4 See Chapter 2: Study design and tools 
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true: in this case, clinical governance discourses produce practitioners who are expected to carry 

out their work with patients from the particular standards of practice endorsed by DHBs, such as 

quality assurance and safety. 

Further, I posit that practitioners are expected to take up responsibility to participate in, and be 

accountable for, both professional self-governance and governing the system in which they work. 

My post-structural, Foucauldian discourse analysis study exposes the discourses that underlie the 

clinical governance frameworks which influence occupational therapy practice. This is important 

since occupational therapy professionals now seem to be expected to combine two roles; first, as 

traditional practitioners, and second, engaging in DHB governance. It is in this second role where 

they must be held (and be seen to be held) accountable and responsible for the delivery of high-

quality, safe and economical healthcare. 

Although the concept of clinical governance has been widely discussed during the last 20 years 

(Travaglia et al., 2011), I aim to provide an understanding of the history and concept of clinical 

governance, from a New Zealand perspective, that is accessible and relevant to OTs. Further, I 

explore the notion how clinical governance has influenced the way occupational therapy practice 

may be undertaken in New Zealand DHBs. By using Foucauldian discourse analysis, I reveal how 

OTs working within the public health system are governed not only by their professional board, 

the Occupational Therapy Board of New Zealand (OTBNZ), but also by the DHB in which they 

work. 

My hope is that this study will open up a clear understanding of the underlying mechanisms that 

have played a part in normalising practice behaviours associated with the implementation of 

clinical governance systems. I believe this discourse analysis will generate insights that may 

enable OTs to make conscious decisions about how they practice within the context of the DHB 

workplace. More broadly, I believe that, although focussed on occupational therapy practice, my 

investigation and findings will be of interest to, and perhaps applicable to, the wider health 

professions, particularly those in allied health which are client-facing, such as physiotherapists 

and speech-language therapists, as well as practitioners in social work. Finally, I wanted to 

investigate, and leave open for discussion, the implications for practice that are a result of clinical 

governance discourse: what are the constraints and the opportunities; where is there likely to be 

resistance or “counter-conduct” (Foucault, 2007a, p. 201); how may ‘what occupational therapists 

are expected to do’ affect their clients? 

Locating myself in the study 
In my career as an occupational therapist, I have often wondered what caused occupational 

therapy practices to change from those I was trained as a student to carry out, to the practices 

required by the DHBs in the present. As a new graduate in England in the early 1980s, I fully 
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expected to provide interventions using therapeutic craft modalities and adaptive equipment that 

we, the therapists, constructed as solutions to unique, individual self-care and quality of life 

problems experienced by our patients. A humanistic, enabling approach was what we had been 

taught at Dorset House School of Occupational Therapy, Oxford. I believed that what we learned 

there, the knowledge and skills imparted to us, must be the true way of ‘doing’ occupational 

therapy. Dorset House was a renowned educational institution for occupational therapy training 

– the first occupational therapy school in England. 

However, almost immediately, in my first job, I was told “we don’t do that anymore” (Senior OT, 

Ealing Hospital, London, England). I wondered why, but did what I was told, moving away from 

crafts to focus on physical and cognitive assessment, together with learning and applying various 

neurological rehabilitative approaches based on ideas coming from physiotherapy. Seven years 

later, I moved to California and worked in a not-for-profit hospital, carrying out similar 

interventions, but this time, there was an emphasis on time management, progress reporting and 

limits to treatment based on underlying cost and what insurance would pay. Finally, I arrived in 

New Zealand, expecting to work with neurological patients requiring rehabilitation and was again 

told “we don’t do that anymore” (Senior OT, Waitematā DHB, Auckland). Rehabilitation, as I 

knew it, had been replaced by two main occupational therapy practices, toileting and breakfast 

group followed by discharge as soon as possible. What had happened? 

I was increasingly troubled because I had a deep faith that occupational therapy practice provided 

a unique approach to improving the quality of life of those people who were excluded from the 

everyday activities available to others in society, just because they were labelled ‘disabled’ or had 

‘special needs’ of some kind. Why were there limits being placed on what we did, with, or on 

behalf of our patients? Over time, I noticed that both myself and some of my colleagues looked 

to find ways round the rules, through extensive reasoning, argument and negotiation, in order to 

provide the interventions and equipment we believed our patients needed to participate effectively 

in their natural environment, referred to as “gaming” [the system] (Ministry of Health, 2012, p. 

4). Why did we feel we had to do this? 

I became interested in the concept of clinical governance while working in New Zealand DHBs. 

Over time, I held a number of different roles, initially as a front-line clinician, and then 

progressing through other roles as clinical supervisor, professional leader, clinical leader and 

ultimately to a combined position as a professional and clinical leader. As I became part of the 

DHB leadership structure, it became clear to me that front-line OTs had little awareness and more 

importantly, understanding, of the concept of clinical governance and how it potentially impacted 

their practices. 

It seemed that, prior to my study, when I discussed clinical governance with OTs, the concept did 

not appear to have made its way into the mainstream awareness of clinicians. That conclusion is 
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supported by the findings of Gauld and Horsburgh (2015), who discovered that “only limited 

implementation has occurred” (p. 1). Additionally, I noticed that OTs seemed unaware that the 

system in which they worked was quietly being restructured, to suit a clinical governance 

framework that placed constraints on what they traditionally could do for, or on behalf of, their 

patients. While they realised that certain features of their daily practice were narrowing down, or 

in some cases, ending, the practitioners did not seem to understand why. Conversely, there was 

little realisation that new practice spaces and subject positions might produce opportunities for 

the construction of new, more effective practices, providing practitioners understood the system 

and positioned themselves to take up and develop potential quality improvement initiatives 

offered through participation in projects and research. 

Significantly, clinical governance systems signalled that OTs not only had a responsibility and 

duty to ensure they practiced competently in accordance with their professional registration 

requirements (Occupational Therapy Board of New Zealand [OTBNZ], 2018d), but also an 

obligation to practice in a particular way laid down by DHB policy such as job descriptions 

(Counties Manukau Health, 2014d), standard operating procedures (Waitematā DHB, 2014b) and 

codes of conduct (Auckland DHB, 2014, 2018). 

I began to believe that this lack of awareness of the mechanisms of clinical governance was a risk 

to a range of stakeholders, which in my research include individual clinicians, their clients, DHB 

multidisciplinary teams, and the occupational therapy profession as a whole. So I was prompted 

to look further into how clinical governance had influenced occupational therapy practice through 

engaging in this study. I wanted to make visible my learning, so that OTs could be better informed 

about the mechanisms in play that produce changes in their practice behaviours, which, I believe, 

are important to identify and make transparent. 

My thinking led me to consider the impact of the introduction within New Zealand DHBs of 

proto- clinical governance frameworks in the early 2000s. While my research started from that 

point, I gradually realised there were more events over time that have shaped our current 

occupational therapy practices. Foucauldian discourse analysis has enabled me to reveal those 

mechanisms of power that I believe have been instrumental in influencing practice, and to lay 

them out for consideration and future discussion. 

This thesis provides my analysis and interpretation of the changing practices of OTs working in 

DHBs in New Zealand. As is the custom in Foucauldian discourse analysis, I do not make 

recommendations for future practice and I acknowledge that my interpretation is but one ‘truth’ 

within a plurality of ‘truths’. 
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Rationale 
A key driver for undertaking this study is that I could find no research conducted in New Zealand 

looking at how occupational therapy practice has been influenced by the introduction of clinical 

governance into DHB healthcare provision. A search of literature linking OTs and clinical 

governance revealed very few articles from the early 2000s, and all were from the United 

Kingdom (Cusack & Sealey-Lapeš, 2000; Dingle & Hooper, 2000; Sealey, 1999; Welch, 2002; 

Wilks & Boniface, 2004). So, with an identified gap in the literature, I believed it was time to 

consider how clinical governance might be shaping occupational therapy practice from a New 

Zealand perspective. 

I believe my study is important because I have identified a power shift from DHB OTs being self-

governing within their profession to being subject to multiple organisational governance 

demands, through the DHB they work for. There is now an expectation that clinicians not only 

demonstrate their professional competence to practice within DHB policy, but also actively 

contribute to the governance of the health system through taking on an additional range of 

‘responsibilities’ and ‘accountabilities’ aimed at producing an ‘effective health system’ with 

‘proven outcomes’. As a result, an addition to the subjectivities and subject positions of OTs has 

been necessary, resulting in the ‘two jobs’ (Gauld, 2013) – the clinician working directly with 

patients on the front-line, as well as working behind the scenes, developing quality assurance 

initiatives that indirectly impact the front-line care received by patients. 

From a Foucauldian perspective, power relations circulating through internal networks of policing 

and discipline will produce subjects (Schirato et al., 2012) that adhere to particular, desired, 

workplace practices. The take-up of clinical governance discourses suggests that everyday DHB 

normalised technologies of discipline, such as close surveillance, timetables, and rules and 

regulations, are in play on the bodies5 of DHB subjects, including occupational therapy clinicians. 

These technologies of discipline reflect DHB ‘preferred’ clinical governance discourses that 

involve the delivery of safe, cost effective healthcare. The new subject positions that are produced 

and taken up by individual clinicians ultimately create practice behaviours impacting what is done 

for, and with, their patients. I believe it is important to identify these mechanisms and make them 

transparent, so that practitioners better understand why they do what they do. 

Research design overview 
My research design is strongly underpinned by the literature of Michel Foucault, particularly the 

books published in his lifetime that captured his thinking from archaeology, to genealogy and 

then to problematization (Foucault, 1970, 1972, 1973, 1977a, 1978, 1988a). Transcriptions of his 

lectures and anthologies of his work provide a necessary further explanation of certain concepts, 

 
5 Foucauldian. See Chapter 3: Foucauldian methodology 
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in his own words, such as governmentality and biopower (Foucault, 1991a, 2007a). As I have 

found Foucault to have a challenging writing style, the majority originally in his native French, I 

have also sourced and read material from a wide range of secondary writers and researchers who 

have both studied, critiqued and/or applied Foucauldian discursive analysis in their own work. I 

felt I needed to explore these secondary sources to clarify my understanding of Foucauldian 

notions in order to understand and apply them appropriately to my own work. Secondary sources 

include but are not limited to: Barry et al. (1996); Cheek (2000); Dreyfus and Rabinow (1982); 

Elden (2016); Gutting (1990, 2001, 2003, 2005, 2011); Gutting and Oksala (2018); Hook (2001a); 

Kendall and Wickham (1999); Koopman (2013, 2019); Lemke (2019); MacDonnell (1986); 

McHoul and Grace (1998); McNay (1994); Miller and Rose (2008); Mills (2003, 2004); O’Farrell 

(1989, 2005b); O’Leary and Falzon (2010); Paras (2006); Patton (1979); Rose (1999); Schirato 

et al. (2012); and Zamora and Behrent (2016). 

Documents 

My analysis has drawn on a select, but representative number of original source documents at all 

levels of the New Zealand healthcare service. They include legislation, produced or held by the 

New Zealand Parliament, Hansard, the Beehive, government departments, appointed committees 

and contracted services, and the Wellington and Auckland National Archives. More specifically 

occupational therapy-related documents have also been sourced from DHBs, OTBNZ and OTNZ-

WNA, as well as some documents from the private collections of clinicians and academics. 

One problem I have encountered is that frequently, New Zealand ‘quality documents’ tend to refer 

to practices that were or are connected to the clinical governance framework, but not named as 

such. I found only glimmers of these discourses, using other terminology. Therefore, I have had 

to identify alternative descriptors used to refer to the same ideas contained within the concept of 

clinical governance. As suggested earlier, instead of naming clinical governance as an object in 

and of itself, a similar collection of practices is called “a systems approach for the New Zealand 

health and disability sector” (Ministry of Health, 2003b). Study of the discourses present within 

this document reveal the same beliefs and behaviours as clinical governance, reinforced by 

statements that promoted ideas such as: ‘leadership should occur at all levels’; ‘practitioners 

should engage in teamwork with a shared vision and shared outcome plan’; and ‘practitioners 

must use resources wisely and they should participate in the continuous improvement of work 

processes’. Furthermore, workers were expected to demonstrate accountability and take 

responsibility for the quality of work they engaged in, as well as conform with the organisation’s 

standardised care procedures, processes and practices. As a result of the use of many alternative 

descriptors for clinical governance, I needed to read and re-read the documents carefully to ensure 

that I was identifying those pieces which, together, signal the presence of clinical governance 

discourse. 
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A history of the present 

Current practice, when using Foucauldian discourse analysis, is to not engage in a standard 

literature review, but rather to conduct a ‘history of the present’, otherwise known as a 

‘genealogical analysis’, utilising Foucauldian tools selected to suit the particular scenario. As my 

thesis aims to reveal how occupational therapy practice has been influenced by clinical 

governance, Chapter 5: ‘A history of the present’ has investigated the emergence of occupational 

therapy practice in New Zealand in the years after the Second World War. This chapter establishes 

the formation of the OT as a subject within New Zealand society. Furthermore, it reveals how 

New Zealand politics, economy and social discourse has shaped the subjectivities and subject 

positions of OTs, producing from them particular behaviours and therapeutic perspectives 

discourse promoted as ‘true’ at that time in history. Finally, Chapter 5 acts as a moment that can 

be compared with the emergent- and post- clinical governance moments analysed within this 

study. 

Moments 

I selected two periods, or historical ‘moments’ to analyse in depth. The first, Moment 1, 2003–

05, I chose because clinical governance was a relatively new concept, and associated systems 

were in the process of being constructed in the DHBs, especially in the light of (then) recent 

legislation. The second, Moment 2, 2015-17, revisits the DHBs to reveal what discourses were at 

play in shaping clinical governance practices at that later moment in time for comparison. In 

Foucauldian terms, history is generally not linear, but contingent and discontinuous, challenging 

the notion of evolving and progressive history. What we do depends upon which prominent 

discourses are promoted as truth. Moment 2 is an opportunity to make visible how clinical 

governance has been constructed in response to the changes in legislation and health policy since 

Moment 1, and their effect on occupational therapy practice. 

I analyse both Moments separately with the findings presented in separate chapters. In Chapter 9: 

Discussion, I then bring together the findings from each moment in a history of the present, 

essentially a commentary on how current occupational therapy practice is influenced by clinical 

governance. 

Chapter overview 

Chapter 1. Introduction 

Here, I have summarised the content of the thesis as a whole. I outline my intent to use 

Foucauldian discourse analysis to reveal the discourses and power structures that underlie the 

clinical governance frameworks present in New Zealand DHBs, which also influence expected 

occupational therapy practices in this country. I have explained my purpose and the outcome I 

hope to achieve, while locating myself in the study. The chapter also provides a rationale for 
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selecting two moments that reflect a contingent, rather than linear, nature of history and how 

subjectivities and subject positions of the DHBs’ subjects are related to the dominant discourses 

that act to circulate power in a particular moment. 

Chapter 2. Study design and tools 

Some of the reasoning behind the selection of methodology and method is examined here, leading 

to how I arrived at Foucauldian discourse analysis as a preferred methodology. I move on to a 

fuller introduction to the significance of Michel Foucault and his contributions to history and 

philosophy, and begin to look at discourses and their formation. I then ‘open the toolbox’ and 

look inside at the kind of ‘tools’ that I select as being applicable to this study, including the 

overarching concepts of archaeology, genealogy, problematization, governmentality and 

biopower. Finally, I look at what it means to ‘immerse’ in this methodology, and the process of 

beginning to collect data. 

Chapter 3. Foucauldian methodology 

This chapter offers a detailed account of the post-structural Foucauldian discourse analysis 

methodology used in this study. The contents of my own Foucauldian ‘toolbox’ are reviewed, and 

I follow the flow of the research process using an appropriately Foucauldian epistemological 

school of thought and theoretical perspective, followed by the methodology and the method. I 

explore discourses from the point of view of governmentality, and especially subjectivities and 

subject positions which become the tools of choice when conducting the analysis of documents. 

Foucault’s archaeology and genealogy are discussed as they apply to discourses, and this is 

followed by a separate examination of his ideas regarding discipline. I conclude by looking at 

neoliberalism as a form of governmentality. 

Chapter 4. Method 

This gives a chronological account of how I conducted the study. Ethical approval was not 

required for this study because I was analysing mostly publicly available organisational 

documents only and not engaging in any methods involving people’s own words, such as those 

gathered through interviews. Where appropriate, I did approach people as document sources, or 

as consultants for advice on where to obtain documents if the texts were not easily available in 

the public domain. This consultation was acceptable to the ethics committee and did not require 

any further ethics consideration or input. 

Chapter 5. A history of the present 

Rather than a traditional literature review, I briefly present a history of how a space was created 

for the profession of occupational therapy to surface in New Zealand. I offer insights into the 

social, political and economic context associated with the emergence of occupational therapy after 

the Second World War, thus providing a foundation on which to present this study. I show how a 
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profession specialising in reablement through occupation emerged in this country, separate from 

nurses and physicians, due to the problem of management of certain groups of patients residing 

in hospitals: mental health patients languishing in asylums, tuberculosis patients convalescing in 

sanitoriums, and recovering soldiers. During and immediately following the Second World War, 

it was this latter cohort in particular which provided the impetus for the creation of a profession 

other than nurses and physicians specialising in reablement, with non-medical support coming 

from, for example, the New Zealand Returned and Services Association. 

I consider how OTs were constructed to provide practices that fulfilled a particular role in the 

rehabilitation of patients requiring specific physical and mental health interventions that would 

prepare them to return to and participate in society, with a focus on quality of life and, where 

possible, to return to work. I also discuss how occupational therapy practices involved the use of 

arts and crafts with individuals and groups, and finding solutions to overcome various disabilities, 

often using modified equipment and graded activities to achieve rehabilitation goals. 

This chapter additionally outlines how the Occupational Therapy Act, 1949 legislated the 

formation of a regulatory body, the Occupational Therapy Board, which oversaw the development 

of the occupational therapy training programme (Rosser, 1956; Rutherford, 1976), and registered 

appropriately trained OTs (Buchanan, 1972/1990; Rosser, 1956/1990). It also shows how a 

separate non-governmental body, the New Zealand Registered Occupational Therapists 

Association (NZROTA), provided a means of professional communication, support and 

educational opportunities to members. Although it had no regulatory function, it and its successor, 

the New Zealand Association of Occupational Therapists (NZAOT) provided OTs with a means 

of knowledge acquisition, training and ‘practice truths’ through journals, newsletters, workshops 

and conferences. In summary, I show that OTs, in effect, ‘professionally’ governed themselves 

for a considerable period of time. 

Chapter 6. Contingent events (Moment 1 2003-2005) 

In this chapter I consider the economic, political and social conditions that emerged from the 

world economic crisis in the mid 1970s which produced change within healthcare delivery. I 

discuss how neoliberalism has been taken up as a solution to economic recovery, and how 

discursive constructs and concepts such as individualism, the free market (privatisation) and 

decentralisation (McGregor, 2001) from neoliberal thinking have filtered through and produced 

a different way of understanding and providing healthcare. 

I show that these discourses produced the conditions for clinical governance frameworks to be 

constructed initially in the UK NHS and then in New Zealand healthcare organisations. As for the 

associated beliefs, that individuals are empowered and considered responsible for their own 

healthcare, I show that they appear at first sight to align with occupational therapy’s fundamental 

values of occupational and social justice (Townsend & Polatajko, 2007); are a seeming fit with 
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New Zealand legislation, importantly the Treaty of Waitangi, and He Korowai Oranga, the Māori 

Health Policy (Ministry of Health, 2014b); and satisfy the healthcare requirements of the three 

principles: partnership, participation, protection (Ministry of Health, 2014c). 

This chapter provides an opportunity to consider the full impact of neoliberal economic ideas on 

the emergence of clinical governance, including the counter-arguments against the shift from 

collective to individual responsibility (McGregor, 2001) suggesting the possibility of increased 

inequality and decreased access for all to quality healthcare. I question whether a conflict has 

arisen for OTs, particularly when the occupational therapy profession is calling practitioners to 

work with, and attempt to provide healthcare services for, the section of the population most in 

need of occupational therapy intervention: the socially challenged, the poor and disabled 

(Hammell, 2015). 

Chapter 7. 2003-2005: Professional governance 

Here, I present a Foucauldian discourse analysis of the findings from the first of the two Moments, 

2003-05, where a study of documents from this period reveals a change that occurred in the 

discourses about how healthcare provision should be administered. 

I argue that the introduction of clinical governance in the guise of ‘professional governance’ 

disrupted the circulation of power mechanisms within the DHBs, giving rise to a shift from 

practitioners being self-governed through their professional body to being increasingly governed 

by the DHBs in which they work. This shift required them to take up additional responsibilities 

and accountabilities and demonstrate their competence to practice according to the policies of the 

DHBs as well as to their professional regulatory body. 

 I also posit that surveillance started to become embedded in daily normalised practices, resulting 

from standardisation, as a theme of this moment. Here, OTs were required to shift from 

humanistic, individualised, holistic6, problem-solving subject positions to subject positions that 

focussed on economic effectiveness, population health and uniform practices embedded in policy 

and procedural guidelines. However, it was also a moment where counter-discourses from the 

profession remained in play and provided a means of resistance. Discourses from professional 

beliefs remained strong, holding power to undermine the dominant discourses circulated by the 

organisation, an example being the tension between clinical decision making and economic 

prudency. 

Chapter 8. 2015-2017: Two roles 

I present a Foucauldian discourse analysis of the findings of the second Moment, 2015-17. My 

analysis sees that changes in practice are not linear and predictable, but contingent on new 

6 Holism: “A belief that the whole organism is greater than simply the sum of its parts”. Johnston, R. J., Gregory, D., 
& Smith, D. M. (Eds.). (1994). The dictionary of human geography (3rd ed.). Blackwell. (p. 250). 
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problems arising in the delivery of healthcare to the population. DHB quality systems were 

modified to provide solutions to the healthcare delivery problems that surfaced. Hence, analysis 

has indicated that DHBs have required practitioners, in this case, OTs, to reconstruct their subject 

positions, subjectivities and practices according to the truths and knowledges circulated by the 

DHBs within the second moment. 

Here, I show that neoliberal ideas have retained their prominence, continuing to influence the 

discourses pertaining to healthcare delivery. Clinical governance frameworks within New 

Zealand DHBs normalised favoured organisational behaviours which produced clinicians holding 

subject positions aligned with DHB values, practicing within standardised guidelines. 

In this moment, study of the documents reveals the emergence of allied health7 clinical leadership 

directorates featuring a clear take up and structuring of clinical governance within named allied 

health services (Chadwick, 2017; Chester, 2014; Chester & Kennedy, 2009; Counties Manukau 

Health, 2014d, 2015a, 2016). While there is a continued establishment of standardised practice 

policy and service initiatives (Counties Manukau Health, 2019a; Waitematā DHB, 2014b), there 

is also a shift of focus to understanding of and engaging in patient experience through 

programmes, sometimes termed ‘walking in my shoes’ initiatives, and patient stories (Piper, 

2017; Waitematā DHB, 2017a). Formalisation of professional development opportunities and 

career coaching for and inclusive of allied health respectively, also surfaced (Heap, 2019; 

Waitematā DHB, 2019). These have variously included funding for professional development 

(Waitematā DHB, 2016d), assisting with the cost of course attendance, and construction of new 

roles, such as the “Allied Health Quality Improvement Lead” (Waitematā DHB, 2018), signalling 

a multidisciplinary approach within directorates and opportunities for OTs to engage in wider 

DHB quality improvement initiatives. 

Chapter 9. Discussion 

In this final chapter, I provide a critical analysis of the findings in relation to existing knowledge 

and the implications for the profession. I refer to my original question: “How has clinical 

governance influenced occupational therapy practice?” and confirm the dominant discourses at 

play within the moments I chose to study. I show that specific moments of time have produced 

particular occupational therapy practitioner subject positions and subjectivities. I discuss how 

these subject positions vie with other subject positions taken up from alternative sources of 

knowledge and truth, counter discourses. I consider how the resulting dominant subject positions 

have acted to influence expected occupational therapy practitioner behaviour and what may be 

‘done’ by OTs in daily practice. I also consider possible directions for further research, education, 

7 Allied health: According to Chadwick (2017) ‘allied health’ can have many meanings. It is used in this study to 
refer to a diverse collection of professions: Therapies, including OT, Scientific, e.g. laboratory scientists and 
Technical, e.g. medical radiation technologists. For this reason, it can also be referred to “Allied Health, Scientific 
and Technical workforce” Waitematā DHB Corporate Clinical Governance Team. (2010). Clinical governance.  
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policy and practice that will add to the field of knowledge of occupational therapy practice within 

a system of clinical governance and clinical leadership. 

Summary 
In Chapter 1, I have provided an overview of some of the key constituents of the study, outlined 

the area of interest and some background, and identified the main question of interest. I have also 

offered some brief definitions of the four elements of the thesis: clinical governance, District 

Health Boards, occupational therapy and Foucauldian discourse analysis, while briefly describing 

the historical-philosophical methodology of Michel Foucault. After examining the study’s 

purpose and intended outcome, I have presented an overview of the research design, which 

included a discussion about source documents and a short introduction to Foucault’s ‘history of 

the present’ and ‘moments’. Finally, I have outlined the content of each chapter, and hinted at the 

main findings and their implications. 
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Chapter 2  Study design and tools 

Discourse must not be referred to the distant presence of the origin, but treated 
as is and where it occurs. 

– Michel Foucault, The Archaeology of Knowledge

Introduction 
I selected Foucauldian discourse analysis as the underpinning methodology and method for this 

study, and in this chapter, I present the reasons for this decision. I introduce both Michel Foucault 

as philosopher-historian and the concepts of historical analysis he constructed. I also introduce 

Foucauldian discourse analysis and consider some criticisms of the approach. I then turn to 

Foucault’s toolbox for a glimpse inside, focussing on the main methodological concepts that I 

have selected for use within the study. Finally, I introduce the notion of documents as written 

texts, the data source for this thesis. 

Selecting methodology and method 
When I first started thinking about Doctoral research, I originally planned to undertake a mixed 

methods approach, using questionnaires and interviews. So the original questions guiding my first 

(PGR2) research proposal reflected the type of information that could be gleaned from the use of 

these methods. Questions I had in mind to ask included: 

• What did occupational therapy clinicians know about clinical governance?
• Did they use another name to describe clinical governance practice?
• What aspects of clinical governance had affected their practice?
• How did OTs cope with the expectation that they carried out two roles – practitioner and

quality developer?
• How were they supported to achieve both roles?
• How do clinicians and managers work co-operatively together to achieve a framework of

clinical governance that is acceptable to both sides?
• How do government, DHB and professional documents guide clinicians to practice within

a clinical governance framework?
• Is there resistance to implementing this concept and what are the consequences?

Although I found these guiding questions to be a useful starting point, I began to realise that if I 

used mixed methods, I would not collect the kind of information that was needed to answer my 

overall question. Rather, the questions above were more suited to asking clinicians directly what 

they thought and knew about clinical governance. This starting point assumed that what 

influenced practice was already known, but, as a seasoned therapist, this assumption did not feel 

correct. I was having trouble locating what actually was the source of changing practice associated 

with clinical governance. I thought that maybe clinical governance was more of a tool, or perhaps 

in Foucauldian terms, a technique, applied to health systems to change practice, rather than the 
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actual cause. I slowly recognised that my interest in how clinical governance influenced 

occupational therapy practice was more complex than I, at first, thought. 

After reading Foucault, I realised that a Foucauldian discourse analysis approach would be a better 

fit for my question. I saw that Foucault’s ‘toolbox’ of analytical tools could better uncover the 

hidden discourses of current occupational therapy practice in the clinical governance literature. I 

liked the notion of knowledge being contingent, that random, chance events could be connected 

to form discourses and, even more, that Foucault’s later work developed into focussing on 

dimensions of experience, (what people do), delving into the history of a problem rather than a 

period of history. I felt that this approach would open up new avenues of analysing data that would 

not have been available to me if I had selected a qualitative descriptive methodology. 

What lies beneath 

What I actually wanted to reveal and understand were the hidden mechanisms that acted to 

produce a change in occupational therapy practice, rather than collecting the opinions of OTs, 

who did not seem to be aware of the introduction and application of clinical governance in the 

first place. Once I realised that I also wanted to know the ‘what and why’ behind ‘how’ practice 

had changed, I then knew that a mixed methods approach using questionnaires and interviews 

was not going to provide the data or outcome I was interested in. Foucault, on the other hand, 

provided tools to inquire and reveal what was in play beneath the surface, producing change in 

practice. By unearthing the historical “traces left by history” (O’Farrell, 2005b, p. 133) that 

triggered change in occupational therapy practice, I was provided with a means to understand the 

occupational therapy practices of the present related to clinical governance. 

A move to Foucauldian discourse analysis 

I was introduced to Foucauldian discourse analysis through the AUT Doctor of Health Science 

programme. Further reading of Foucauldian literature prompted me to write a second proposal 

that could take a different approach to the way the guiding questions were written and the choice 

and collection of more appropriate data. 

I reconstructed guiding questions that would lead me to conduct an inquiry that focussed on 

revealing the underlying discursive power relationships in the delivery of healthcare that has 

shaped present day occupational therapy practice. I focussed particularly on the effect of clinical 

governance, together with welfare and neoliberal ideas situated in the social, economic, political 

and historical contexts of particular moments in time. My revised questions were: 
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• What were the historical practices and subjectivities of OTs?
• What was known about clinical governance?
• How did clinical governance become a part of practice?
• How have current occupational therapy practices changed?

I also changed my method of data collection to analysis of selected documents, in line with the 

traditional Foucauldian discourse analysis method (Arribas-Ayllon & Walkerdine, 2008). 

Preliminary preparation through reading a wide variety of texts pointed to particular moments in 

time, where occupational therapy practice first emerged as a profession, and later, where many of 

the original practices were put aside in favour of new ways ‘to do’ occupational therapy. 

Methodological choices and application 

Michel Foucault: Power, knowledge and control 

By the time of his premature death in 1984, the philosopher-historian Paul-Michel (‘Michel’) 

Foucault was probably the most recognisable public intellectual of the day. He had already spent 

nearly 15 years as Professor of History of Systems of Thought – his own chosen title – at the 

prestigious Collège de France, latterly drawing huge crowds to his lectures as far afield as 

California (Eribon, 1991, pp. 313-314). 

Among Foucault’s early contributions to 20th Century thought was the application of 

structuralism – the idea that elements of human culture must be understood by way of their 

relationship to a broader system (Calhoun, 2002) – to the relationship between knowledge and 

power (Raskin, 1984). Immanuel Kant’s earlier perspectives8 on knowledge, rationality, and 

reason formed the basis for Foucault’s understanding of historical forms of knowledge (Foucault, 

2007b). His essential thesis is that “power and knowledge directly imply one another” (Foucault, 

1977a, p. 27), and that “for knowledge to function as knowledge it must exercise a power” 

(Foucault, 2007b, p. 71). Thus his view of the relationship between power and knowledge is not 

only that they are inseparable; for Foucault, ‘knowledge is power’ also means that power produces 

knowledge. I return to this idea in Chapter 3: Methodology. 

Foucault’s examination of power takes a further step, maintaining that power and resistance, too, 

are inseparable (Foucault, 1978), and that institutional preferred knowledge and conduct can be 

challenged by a “swarm of points of resistance” (p. 96) spread throughout their power networks. 

This resistance would provide opportunities to create behaviours that are different from, or even 

oppose, the intended result. In The history of sexuality, Volume 1: An introduction (1978), 

Foucault responds to criticism that he does not address how resistance is produced, and elaborates 

on how he believes subjects themselves control their own behaviour through ethical techniques 

8 See Appendix B: Foucault the philosopher-historian 
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of care of the self9, which he later defines as “those intentional and voluntary actions by which 

men not only set themselves rules of conduct, but also seek to transform themselves” (Foucault, 

1985, p. 10).  

Foucault’s approach to power in the modern world highlights that, as a disciplinary control, it is 

actually concerned about what has not been done by bodies due to resistance to, or failing to meet 

a given behavioural standard. In order to correct such ‘deviant’ or non-compliant behaviour, 

disciplinary measures are employed to align conduct with often precise and detailed norms 

(‘normalization’) which are deeply embedded in modern-day society, an example of which might 

be standards for medical practice (Gutting & Oksala, 2018). 

Foucauldian interpretation of history 

For Foucault, history is not a narrative, but a platform (Gutting, 2005) from which humans 

construct, comprehend and experience the world (O’Farrell, 2005b). His view is that history does 

not entail continuity, but is rather a series of discontinuities, and, as such, is constructed from the 

effects of contingent events. He is therefore interested in the breaks, changes and differences that 

occur during moments of time (Poster, 1982). His history does not evolve, but is disruptive, 

discontinuous, different and contingent. Foucault’s history is one of understanding the 

simultaneous play of power and production of knowledge in order to understand the construction 

of truth at moments in time (Poster, 1982), which impacts the behaviour of all those who are 

connected to it. He describes and compares particular experiences and practices from specific 

moments in time, revealing how political, social and economic relationships act to change 

discourses impacting upon the behaviour of subjects within these chosen moments. He argues that 

the contingencies and effects of these moments have impact on the present, shaping the behaviour 

of populations and individuals alike. 

Foucault’s histories of ideas; of thought; of the present 

Foucault applied particular terms to describe historical categories within his methodology, 

including the ‘history of ideas’, the ‘history of thought’ and the ‘history of the present’. The term 

‘history of ideas’ Foucault uses to mean “the analysis of a notion [an idea] from its birth, through 

its development, and in the setting of other ideas which constitute its context” (Foucault, 2019, p. 

115). The ‘history of thought’, is used by Foucault to encompass his concept of 

‘problematization’; “the way an unproblematic field of experience or set of practices... becomes 

a problem... and induces a crisis... [it] is the history of the way people begin to take care of 

something” (p. 115). 

9 ‘Care of the self’ is primarily associated with ‘techniques of the self’, a form of self-discipline. This is examined in 
the next chapter in the description of Foucault’s understanding of discipline 
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A ‘history of the present’ utilises Foucault’s concepts of ‘archaeology’, ‘genealogy’ and 

‘problematization’ as tools to critically examine power relations and political struggles. Foucault 

said his method was “a critique of our own time, based upon retrospective analyses” (Simon, 

1971, p. 192). While all three ‘histories’ of ideas, thought and the present have been used in this 

study to varying degrees, the use of the ‘history of the present’ predominates. 

Foucault’s methodology also produces a method of analysis through the application of his tools: 

archaeology describes and orders the historical traces laid out within the texts forming discourse, 

genealogy offers up an explanation of cause and change to behaviour produced by the effects of 

power acting within discourses. Together, as ‘a history of the present’, they have the capacity to 

reveal, track, map, display and explain the course of multiple discourses and their effect. By 

plotting a genealogical map, and studying power relations, discourses, non-discourses, 

disruptions, interruptions, discontinuities and dispersions of events to understand phenomena, 

Foucauldian researchers are able to explain the construction and production of objects and 

subjects within periods in history, revealing the presence of discontinuous, contingent events 

rather than a linear history (Garland, 2014; Revel, 2014). 

History of truth 

Although his writing is often considered as comprising distinct periods of thought, Foucault 

considered his corpus to be a single piece of work10 (Kelly, 2016), the ideas in his books 

eventually constructing (O’Farrell, 2005b) a “history of truth” (Foucault, 2006, p. 235). From an 

overarching viewpoint, Foucault has clearly constructed and expanded his methodology in order 

to examine the practices and outcomes associated with the take-up of dominant narratives in the 

production of truth. Foucault’s approach to truth is that it is not absolute, but constructed, and that 

we should understand how it is produced, rather than attempt to define it. Chapter 3 investigates 

this approach in more detail, and examines what Foucault calls “games of truth” (Foucault, 1997, 

p. 296): the interaction of discourses and practices which are both true and false, and how they

are associated with power relationships.

Discourses and discursive formations 

Discourses are “constituted by a group of sequences of signs, in so far as they are statements, 

...they can be assigned particular modalities of existence” (Foucault, 1972, p. 121). Foucault also 

maintains that discourses are “practices that systematically form the objects of which they speak” 

(Foucault, 1972, p. 54). He writes of discourses as being active, where something is done, 

producing a visibility to objects. In other words, discourses can be defined as “a system of 

statements which constructs an object” (Parker, 1992, p. 5) under certain conditions. 

10 See Appendix A: A corpus of work. Foucault publications as tools 
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This understanding acts as a guide to locating discourse in text. The physical manifestation of a 

discourse situated within a text is a corpus of associated statements that together produce a named 

object, a “discursive formation” (Foucault, 1972, p. 121). Discourses constitute knowledge and 

through networks of power relationships produce subjectivities and social practices (Weedon, 

1997). Foucauldian discourse analysis provides a method of studying discourses, their power 

relations and the resulting constructed reality situated within a particular historical setting. 

Through the study of discourse, it is possible to reveal how dominant societal ‘truth and 

knowledge’ is constructed, by the interweaving of power and knowledge, and, at the same time, 

make transparent what truths and knowledge have been disregarded or relegated to the margins 

of society by rendering them silent, absent or indistinct (Foucault, 1972; Kooji, 2014; Thompson, 

2011). 

I have used a Foucauldian discourse analysis methodology because I wanted to understand and 

reveal the power mechanisms in play within the DHB system of clinical governance that have 

influenced occupational therapy practice. My concerns in this study are focussed on how 

discourses related to clinical governance have been instrumental in shaping the expected 

behavioural practices of OTs. In Foucauldian terms, I am interested in the production of 

subjectivities and subject positions of OTs, resulting from the effects of both discourses and power 

relations circulating in organisations which require the take up of clinical governance practices. 

Discourse is not an exact copy of reality, but a reality that is formed from knowledge that is 

written down and is constructed from cultural norms. Thus, what is included, or more importantly 

excluded, can be selected; what we can be or do, or not be or do, is identified. This results in an 

inseparable power/knowledge relationship that permeates throughout a society, an important 

concept that will be examined in Chapter 3: Foucauldian methodology. 

Critique of Foucauldian discourse analysis 

Graham (2005) suggests that Foucault has been criticised for failing to define a clear, consistent 

research method, preferring a more flexible approach, which has led to variations in interpretation 

as to how to engage in and use his work. Ballinger and Cheek (2006) challenge this viewpoint 

suggesting that it is more likely that a poor understanding of and misinterpretation by researchers 

using his philosophy to underpin their work that positions Foucauldian methodology to be 

critiqued in this way, not Foucault’s work itself. 

The very flexibility in how Foucault’s work can be interpreted has produced concerns that his 

philosophy and approach could be misused (Hook, 2001a; Mills, 2003). As an example, Mills 

suggests that Foucault’s invitation to use his methodology as desired could be employed to justify 

some of the more serious unethical arguments and events in the world, such as the Holocaust. 

Clearly then, when using Foucault’s methodology and methods, great care must be paid to the 

selection and application of his work. For me, ‘taking care’ included making sure that my research 
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question was appropriate for this methodology; that ethical considerations were discussed with 

my supervisors and university ethics advisors, with steps taken to manage anything that might 

cause concern; and carefully planning how the research would be carried out, including placing 

boundaries around research areas of interest and precisely defining terms, so there would be no 

confusion what was meant by the research implications (Mills, 2003). 

Opening the toolbox 
Analysis of discourses using Foucauldian methodology involves using components of Foucault’s 

‘toolbox’, which will be examined in greater detail in Chapter 3: Foucauldian methodology. Many 

of the ‘tools’ are scattered across Foucault’s books, articles and lectures, posing a challenge to a 

new researcher, who must get to grips with a prolific and sometimes mercurial figure. Here, I 

briefly describe the tools that are important to my analysis, some of which will invite further 

description as they appear in the following chapters. 

Selection of tools 

My own experience of conducting Foucauldian discourse analysis has found me referring closely 

to his writing to understand how he has used his methods in his own research, as well as examining 

his tools and trying them out to identify which ones were most suitable for my research needs. To 

ensure that I was selecting and using Foucault’s methodology safely, I planned and conducted the 

research using university guidelines and regular discussion with my supervisors. The Foucauldian 

tools I used have been laid out both here and in Chapter 3. 

Foucault’s ideas of ‘archaeology’ (Foucault, 1970, 1972), ‘genealogy’ (Foucault, 1977a, 1978) 

as well as ‘problematization’ from which ethical ‘care of the self’ and ‘truth-telling’ emerge 

(Foucault, 1978), provide the framework for the study. Archaeology provides the structure, a 

means of delving into history layer by layer, to uncover, organise and describe discursive traces. 

Genealogy enables me to build upon the structure of archaeology through the study and mapping 

of phenomena, such as the power relations, discourses, disruptions of events, etc. 

Problematization allows me to pose a question in the present and look into history to answer it, 

while ethical care of the self and truth-telling are technologies that are involved in discipling the 

self and controlling one’s own conduct. All of these phenomena act as both constraints and 

opportunities in relation to the behaviour of the subjects of the study. 

Archaeological inquiry: A descriptive method 

Archaeology refers to Foucault’s method of describing and writing history. It is a descriptive 

method, with a clear framework: “one that digs down into the past, uncovering the discursive 

traces of distinct historical periods and re-assembling them, like so many distinct layers or strata, 

each one exhibiting its own structured pattern of statements, its own order of discourse” (Garland, 

2014, p. 369). Archaeology “can only be what is said” (Hacking, 2006, p. xii), producing events 
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formed by discourse and revealed by analysis of traces of statements from within texts and other 

historical artefacts (Gutting, 1989). It decentres man as the subject and maker of history where 

continuity is paramount, to a “non-subject centred history of thought” (Gutting, 1989, p. 229) 

comprised of discontinuities and breaks. 

The concept of archaeology stems from Foucault’s early thinking, which was influenced by 

structuralist thought of the time, including Gaston Bachelard (1884-1962), Foucault’s doctoral 

sponsor Georges Canguilhem (1904-1995), Louis Althusser (1918-1990) and Thomas Kuhn 

(1922-1996) (Garland, 2014). They focused on the analysis of conceptual frameworks and how 

change occurred through the take up of changing ideas, historical events or extinction of a practice 

within science. By using his method of archaeology, Foucault was able to work across several 

human sciences to identify and study discourses of interest in an historical setting. Archaeology 

enabled him to comprehend the progression and development of phenomena to their current state 

of being and has been described as an “examin(ation of) the discursive traces and orders left by 

the past in order to write a ‘history of the present’” (O’Farrell, 2021, para. 5). 

Genealogy 

In time, Foucault became more interested in constructing a concept of power and its relationship 

with knowledge as an underlying mechanism for change. The archaeology model was indeed not 

flexible enough to enable him to analyse the data to see how the influences of power and 

knowledge could change the course of a phenomenon. He needed a new model that allowed him 

to both describe and make a study of the outcomes that would reveal the mechanisms responsible 

for causing change in behaviour. Hence, in effect, he expanded archaeology into a new model, 

which he called ‘genealogy’11, also known as ‘a history of the present’. Foucault explained what 

he meant by ‘history of the present’ (Roth, 1981) in a 1984 interview: “I set out from a problem 

expressed in the terms current today and I try to work out its genealogy. Genealogy means that I 

begin my analysis from a question posed in the present” (Foucault, 1988b, p. 262). 

Gutting (2005) believes Foucault’s archaeological model is, in fact, well described in Discipline 

and punish (Foucault, 1977a), but that his concept of genealogy is more open to interpretation 

because his methodological tools point the way, rather than set down a defined process. If it is 

accepted that Foucault’s understanding is that truth is actively produced by the dynamic 

experiences of people, then the experience of the use and effects of his tools by researchers would 

seem to me to be an acceptable approach when using his methodology. His writing leads the way. 

 
11 As Foucault was interested in the present, what was happening and how it was happening, and his thinking had 
already taken up influences from a number of philosophical perspectives, it is unsurprising that ‘genealogy’ was 
influenced by the work of another philosopher: Nietzsche (Gutting, G. (2005). Foucault: A very short introduction. 
Oxford University Press. ). Foucault called him “the philosopher of power” (Foucault, M. (1980b). Prison talk. In C. 
Gordon (Ed.), Power/knowledge: Selected interviews and other writings 1972-1977. Vintage Books. ), and in fact 
Nietzsche had already used the term ‘genealogy’ to describe a concept linked with his own philosophical ideas in 
addressing power. 
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He experiments, builds and changes methods as his thinking and ideas are constructed over time. 

As he says, “I like to open up a space of research, try it out, and then if it doesn’t work, try again 

somewhere else” (Foucault, 1991a, p. 74). Therefore, I believe that there is both guidance from 

Foucault’s own experiences of conducting actual research, as well as an assumed flexibility on 

the part of researchers, to not only select appropriate tools from his toolbox but to develop their 

own research pathway that they consider most appropriate for their specific area of interest. 

Problematization 

Foucault’s perspective on control and power was consolidated in L’Histoire de la sexualité 

(History of sexuality), beginning with the first volume: La volonté de savoir (An introduction) 

(1976a, 1978), and while he continued to argue that power is always present in social systems, he 

also suggested that power is connected with what people do and how they act in a social system. 

Foucault terms this ‘problematization’, which he defines as “how and why certain things, 

(behaviour, phenomena, processes), became a problem” (Foucault, 2019, p. 224). It is concerned 

with ‘regimes of knowledge’ (the truth gained from science); regimes of practice (strategies and 

power relations) and the relation of the self (truth, power and the self) (Frederiksen et al., 2015). 

Problematization focuses on complex networks of power, employing a number of techniques 

(Lynch, 2014). Similar tools are utilised to those of genealogy, but discourses within 

problematization became “dimensions of experience” (Flynn, 2003, p. 38) because Foucault 

wanted to highlight the importance of practices, what people do, emerging from their 

understanding of what is considered real and true at the time. These discourses were considered 

to be an active interaction of knowledge, power and subjectivity (Penalver, 1994) except where 

power and knowledge traversed each other, becoming the points of resistance (Foucault, 1978, p. 

95). “Points of resistance are present everywhere in the power network...forming a plurality of 

resistances” (pp. 95-96). They act by challenging and regrouping power relationships and can 

effect change to the order of prominence of dimensions of experience, providing an alternative to 

what is considered ‘the truth’. Foucault describes problematization as: 

The analysis of the way a field of experience and a set of practices – which 
were accepted without any problem, which were familiar and silent, or at least 
beyond discussion – become an issue and raise discussions, debates, and incite 
new reactions, and so induce a crisis in habits, in practices, and in institutions. 
(Foucault, 2019, p. 115) 

Problematizations emerge through both words and actions and are enacted through inquiry on 

subject matter that is deemed problematic (Koopman, 2014). In problematization, the analysis of 

‘dimensions of experience’ enables the researcher to uncover the interplay of structures and 

mechanisms appearing, colliding and disappearing over time, enabling a mobility across groups 

quite separate from each other, providing a method of making connections, through traces left by 

their interactions, that would not have been identified through his previous methods (O’Farrell, 
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2005b). What is also important about problematization is that Foucault clarifies his position on 

the issue of freedom and what people do. People have the capacity to resist power through 

“specific actions and words, which can be traced historically” (2005b, p. 70). Through the 

application of technologies associated with ‘care of the self’, like reflecting on what action to take 

in a particular situation, people are free to produce ethical solutions that may result in behaviour 

contrary to the desired conduct of the institution. 

Problematization and discourse 

The concept of problematization also extended the meaning of discourse, whereby Foucault 

argued that discourse was not only that which was produced by the actions of speaking and 

thought, but consisted of many other activities as well as forms, patterns and rules (Frederiksen 

et al., 2015). Foucault (1978) considered discourse to be just one of many discursive and non-

discursive practices that aided the construction of reality made visible by a “dense web that passes 

through apparatuses and institutions” (p. 96). This widening of the notion of discourse opens up 

a broader range of resources from which to gather data, some examples being memoirs, broadcast 

interviews, assessments, lecture notes, legal texts, journals, textbooks, and other artefacts 

describing practices and activities. In my study, I have looked for intersections where 

occupational therapy practices cross with clinical governance mechanisms, pinpointing crucial 

events within the discourses. In some cases, practices have been subject to power/resistance 

struggles, resulting in a change in practice. 

Problematization and governance 

At both population and individual level, problematization is an essential tool. In the context of 

my study, it enables me to question why the nationalised healthcare service, previously supported 

by the New Zealand government, is no longer acceptable in modern day healthcare at the 

population level. At the level of individual bodies, application of problematization, associated 

with the ethical practices of truth telling and care of the self, is essential when considering the 

implications of free choice of individuals to reflect upon their daily activities, and where ethically 

or morally found wanting, be able to resist the effects of power, enacted by others, on themselves. 

I recognised that delivery of healthcare by the state in New Zealand has become problematic at 

various moments in time and so problematization is valued as a tool to investigate what is 

happening. The State has enabled various practices to emerge, contingent to the conditions of the 

moment, in attempts to remedy the problems they had identified, such as how to rehabilitate 

soldiers after the Second World War by the introduction of OTs, or deliver safe and effective 

healthcare within a tight economic remit by the formation of clinical governance frameworks 

within DHBs. Problematization enables me to draw on the breadth of Foucault’s thinking while 

also focussing on the every-day practices situated within the discourses and, importantly, through 

his ethical notion of ‘care of the self’ consider the implications of individuals’ ethical responses 

and free choice of individuals to take up or resist the power enacted by others, in recognition that 
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they also hold and could wield power to affect the outcomes of local and sometimes national 

positions of truth. 

Problematizing healthcare provision works with both archaeology and genealogy to generate the 

conditions that have enabled me to reveal how multiple discourses were at play, questioning the 

quality, safety and efficiency of early healthcare frameworks. Importantly, these tools also have 

revealed the prominent discourses, bringing them to the fore, that endorsed clinical governance 

frameworks as the current truth: ‘better’ than what had gone before. 

Governmentality 

I also look to the closely related Foucauldian notions of governmentality (Foucault, 2007a, 

2008a), biopower, and biopolitics (Foucault, 1978). Here, he argues that bodies and populations 

are regulated through ‘technologies of power’ as a form of discipline12. Disciplinary mechanisms, 

such as surveillance, punishment, as well as reward, typically act in institutions such as hospitals, 

to produce desired behaviours that the dominant institutional discourses favour. In effect, 

disciplinary mechanisms create the ‘doing’; they work in conjunction with these notions, 

explaining why and how particular behaviours can be produced by the effects of power. Alongside 

technologies of power are technologies of the self (Foucault, 1978), whereby individuals hold 

agency to self-regulate their behaviour, for example, through reflection and confession within the 

context of professional or clinical supervision. 

First appearing in his lectures in 1978, Foucault uses the term ‘government’ to refer to all the 

ways that were devised and intended to control the behaviour (or conduct) of individuals and 

populations at every level of society. He defined government as “the set of institutions and 

practices by which people are ‘led’.... It is a set of procedures, techniques and methods that 

guarantee the ‘government’ of people” (Foucault, 1991b, p. 176; Lemke, 2019, p. 244) through 

“the conduct of conduct” (Lemke, 2001a, p. 2). He argues that it is a relationship of power that 

“does not act directly or immediately on others; ...it acts upon their actions: an action upon an 

action, on possible or actual future or present actions” (Foucault, 1982d, p. 340). An example 

might be regulatory codes of conduct such as those published by DHBs (Auckland DHB, 2014, 

2018; Waitematā DHB, 2014a). 

Governmentality is the way we think collectively about governing and is “the emergence of a set 

of practices...occurring largely through the institution of the state...which mobilises populations 

through political economy...realised by the apparatus of security” (May, 2014a, pp. 175-176). It 

is set by authorities of delimitation who hold the power and knowledge to promote preferred 

discourses about what practices should be engaged in to achieve a certain goal. The practices 

extend from the government of the self through to the government of others (Lemke, 2001b). 

 
12 Technologies of power are described more fully in Chapter 3: Foucauldian methodology 
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Technologies of power are fundamental to Foucault’s notion of “governmentality” (Foucault, 

1988d, p. 19) and he describes two ways to exercise power: “biopolitics” (Foucault, 1978, p. 139) 

and “biopower” (1978, p. 140). They operate at different levels and can co-exist. However, it 

should be noted that both terms were only fleetingly referred to before Foucault moved onto 

considering the exercise of power by liberal and neoliberal governance, and so were never fully 

explained (Patton, 2016). The following is my understanding of these terms based upon my 

reading. 

Biopolitics 

Biopolitics looks to explain how political power is exercised through the state governance of 

populations rather than individuals and is concerned with security (Patton, 2016), accountability 

and the political economy (Dean, 2010). The government is focused on governing all people in 

the population, and so is concerned with the population’s overall wealth, health, welfare and 

contentment from an economic lens, that is, “the government must be economical, both fiscally 

and in the use of power” (2010, p. 29). This type of governmentality is managed in two ways. 

Firstly, via the collection and collation of individual statistics that, together, produce information 

on populations as a whole, which a government can use to plan the governance of a society 

(Mendieta, 2014) through jurisdiction and law (Dean, 2010). Secondly, through the construction 

of spaces where groups are collectively managed by technologies of discipline, such as barracks, 

hospitals and prisons (Dean, 2010). Biopolitics features in my study because delivery of quality, 

value for money healthcare in New Zealand has been made visible as a government problem. The 

problem has produced a response by the government that involves devolved regulation of 

healthcare delivery through legislation, health strategies and reconstruction of hospital systems 

via the introduction of clinical governance frameworks. Practices of OTs are influenced by the 

effects of the disruption of health delivery in the DHBs, which are sometimes constraining, while 

also sometimes providing opportunities. 

Biopower 

Foucault uses the term “biopower” (1978, p. 140) to describe a technology of power where power 

is focused on the body. Two forms are described by Foucault: “anatamo-politics” (Foucault, 1978, 

p. 139), which is concerned with how individuals are governed by external mechanisms, “the

action on the actions of others” (Patton, 2016, p. 113), the “body as a machine” (Foucault, 1978,

p. 139) that is subjected to discipline. Secondly, ‘techniques of the self’, which are products of

pastoral power and a means by which individuals govern themselves (Foucault, 1985). The

regulation of populations was further explored in Foucault’s genealogies, presented as a series of

lectures between 1977-79 at the Collège de France and posthumously published as Sécurité,

territoire, population (Security, Territory, Population) (Foucault, 2004c, 2007a) and Naissance

de la biopolitique (The birth of biopolitics) (Foucault, 2004b, 2008a). Both are crucial to this

study, since OTs are disciplined on a daily basis so that DHB approved behaviour is normalised,
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and they engage in supervision, which is meant to be an opportunity for self-reflection of practice 

(or as Foucault might say: ‘confession’). However, this supervision could easily be construed as 

surveillance if not conducted safely and confidentially. 

Foucault’s work is a good fit for the questions I wanted to ask, as he both addresses the 

relationship between knowledge and power (Morris & Patton, 1979), and his later lectures also 

tackle political power and the influence of neoliberalism in society (Zamora, 2014; Zamora & 

Behrent, 2016). Neoliberal ideas have made their way into the multiple discourses that have come 

together to produce DHB clinical governance frameworks, that promote economic prudency, 

efficiency, quality assurance and client-centred approaches. Since practices aligned with clinical 

governance are intended to be taken up by OTs, I will discuss neoliberalism as an art of 

government in the next section. 

I have also become aware of practices that have been minimised or eliminated, including a 

reduction in ‘thinking outside the box’ due to economic and risk mitigation practices enforced by 

being required to follow approved guidelines. For me, two particular examples that I experienced 

as a clinician stand out. At one time, OTs were skilled in making custom splints and equipment 

for their clients. Post-2000, these practices have been minimised and ready-made splits and 

equipment are the standard solution. The second, albeit small, example of where an occupational 

therapy intervention has been eliminated due to cost containment (or more euphemistically: 

‘prudent use of resources’), is that after a total hip replacement, long-handled ‘reachers’ are no 

longer provided by the New Zealand health service. Instead, the client is provided with an 

information sheet showing where to purchase one privately. Both the ‘off-the-shelf’ intervention, 

and the shift in responsibility to self-supply equipment is a profound change in experience for 

occupational therapy clients. 

Neoliberalism: An art of government 

Neoliberalism is a way of thinking that relates to economics and free trade, but has been applied 

to health care in an effort to control the cost of provision of healthcare to defined populations, 

including New Zealand. Neoliberalism is attractive to many and various political stances because 

of the emphasis it puts on individuals being responsible for their own healthcare and making their 

own (informed) decisions (McGregor, 2001). Foucault (2008a) interprets neoliberalism as a 

particular art of governing human beings, a “general art of government” (p. 131), “a practice, a 

...way of doing things, directed towards objectives and regulating itself by continuous reflection” 

(p. 318), aimed “towards the multiplicity and differentiation of enterprises” (p. 149). He argues 

that as an art of government, neoliberalism constructs humans in economic terms where a person 

“is an entrepreneur of himself, ...his own capital, ...his own producer, ...the source of [his] 

earnings” (p. 226). Furthermore, he suggests that the people in society who produce high incomes 

will enjoy the benefits of high human capital in the form of being able to pay for certain 
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advantages in society for themselves and their families, such as education, child care and health 

(pp. 244-245). 

Neoliberal governance does not favour social practices that are intended solely to benefit the 

disadvantaged in society through social programmes providing health, education and cultural 

equity13. Instead, where programmes exist, they are scrutinised for their cost and effectiveness, “a 

permanent criticism of governmental policy” (Foucault, 2008a, p. 247). Lorenzini (2018) expands 

Foucault’s definition, claiming neoliberalism to be a “particular art of governing human beings” 

(p. 154). She argues that neoliberalism can be understood in three ways. Firstly, it is a cluster of 

technologies of power that act within a social environment and produce certain kinds of behaviour 

and practices associated with neoliberal beliefs at both the population14 and individual level. 

Secondly, it uses the practices of freedom and free choice to govern the behaviour of individuals 

and groups so that not only they personally engage in preferred neoliberal practices but are also 

involved in the governance of others, perpetuating the take up of neoliberal practices. Thirdly, it 

produces a specific type of governable neoliberal subject living in a social environment where 

“everything must be regulated and thus predictable” (May & McWhorter, 2016, p. 249). 

As a consequence, neoliberal economic subjects are produced who favour behaviours that are 

based on the beliefs of individualism, a free market through deregulation and privatization, and 

decentralization (McGregor, 2001). How these beliefs have been actioned has varied throughout 

the world, at different times and depending upon the political stance of the groups attracted to 

what neoliberalism is thought to offer economically. Practices tend to focus on economic factors 

such as cost and risk as well as self-governance and reflection (Gutting & Oksala, 2018; Lemke, 

2019). In this research, I have chosen to understand neoliberalism as Foucault describes it, an art 

of government that produces, amongst others, OTs who hold subject positions strongly influenced 

by neoliberal beliefs through discourse circulating within healthcare institutions and made visible 

by their practices in the DHBs. 

Neoliberal thinking take-up into healthcare provision 

From my reading of Foucault’s Birth of Biopolitics (2008a) and Lorenzini’s (2018) paper 

regarding his stance, I understand neoliberalism in this context as a kind of governmentality that 

has been incorporated into discourses associated with the construction of clinical governance. 

Clinical governance has been heavily influenced by discourses from neoliberal thinking (Fisher, 

13 The word ‘equity’ denotes ‘fairness’ or ‘justice’, for example in the way individuals or a section of the population 
are treated or have access to needed economic, social or health resources. This contrasts with ‘equality: being 
provided with ‘the same amount’ of something, like medicine, health care or opportunity, without considering 
existing needs. More recent discourses foreground equity, since it takes into account this aspect of social justice. 
14 Foucault named the discipline of populations ‘biopolitics’, an example being population health, and the disciplining 
of individuals through what he called, ‘biopower.’ Biopower takes two forms, anatamo-politics, those external 
techniques of discipline administered by (e.g.) DHBs, such as policies and procedures, to produce DHB preferred 
subject positions and secondly, ‘techniques of the self’ again promoted by both DHBs and professional boards as a 
method of internal self- regulation through reflection and confession, that occurs during supervision. 
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2007), as neoliberalism became increasingly popular as a mechanism to cope with financial and 

economic failures in the business world15 (Carroll, 2012), by introducing prominent discourses 

favouring practices associated with deregulation of government control through privatisation and 

free trade. 

In social care, the onus of Western governments shifted from the provision and funding of a wide 

variety of social and health initiatives to a position that limited government involvement in social 

and health care. By investing in neoliberal thinking, governments could validate the construction 

of healthcare provision discourses that favour the need for individuals to take up responsibility 

for their own social and health management, rather than depend upon the government to care for 

them. DHBs’ fixed budgets and annual plans which cap expenditure on healthcare provision and 

resources is therefore a justified practice within neoliberal governmentality. It is supported by 

discourses favouring individual responsibility and business-like healthcare delivery practices that 

demonstrate efficiency and fiscal prudency through careful management of public money and 

resources. 

Immersion in Foucauldian discourse analysis literature 
I conducted multiple readings of Foucault’s published work alongside secondary literature by 

other authors as a way of consolidating my understanding, knowledge and application of 

Foucault’s method and methodology. Deep reading of Foucauldian literature “provides 

equipment for certain practices of critical inquiry” (Koopman, 2013, p. 9). I therefore felt 

confident that my decision to use problematization and other Foucauldian tools such 

governmentality, biopower, technologies of power and of the self, as well as management of 

populations, would provide a pathway for my research. 

Foucault (1994) himself says that his tools can be used by researchers “...avec lequel ils 

pourtaient faire ce que bon leur semble, dans leur domaine”: “however they wish in their [own] 

area” (p. 523), and when he talks of his own analysis of power, he says, “the analysis simply 

involves investigating where and how, between whom, between what points, according to what 

processes, and with what effects, power is applied” (Foucault, 2007a, p. 2). So I understood 

Foucault to be suggesting that, as he had the freedom to develop his research methods, he gave 

his blessing to researchers (such as myself) to freely utilise and modify his tools as required to 

investigate, evolve and develop a bespoke form of analysis suitable for the question at hand while 

working through the stages of research. 

 
15 This came about as a flow-on effect of the massive increase in the price of oil in 1973, as well as a long period of 
weak economic growth, resulting in major manufacturing structural changes and economic reforms impacting 
government policy and spending. 



33 

Foucault argues that it is the practices that tell us about the knowledge surrounding a subject; 

what is done; how it is done; what makes it real. Using ‘madness’ as an example, Bacchi (2012), 

comments: 

We are talking about how madness is ‘thought’, ‘conceptualized’, 
‘problematized’, as demonstrated how the ‘mad’ are dealt with as a specific 
phenomenon. In this way attention is directed to the mechanisms involved in 
collecting together things, actions, gestures, behaviours, words that are to 
make up ‘madness’ as ‘the real’. (p. 3) 

Taking up these assertions, I focussed on gathering texts that addressed the remediation of unsafe, 

expensive and inefficient clinical practices. Clinical governance frameworks constructed from 

multiple safety and quality healthcare discourses were preferred as a solution to improved, safe, 

healthcare delivery via changes in clinician healthcare practices, including OTs. 

Additionally, Foucault used what he called “prescriptive or programmatic texts”, that laid down 

the rules and provided expert opinions and advice on how things should happen and how people 

should behave in certain circumstances. The texts he used included archives, decrees, regulations, 

registers, judicial precedents, autobiographies, diaries, institutional processes and similar 

documents that could build up knowledge of “regular daily practice” (Eribon, 1991, p. 215). 

Therefore, I searched for documents that would provide glimpses of daily practices in the 

moments chosen for my study. 

A corpus of statements 

One way to approach data gathering is to select a ‘corpus of statements’ (Arribas-Ayllon & 

Walkerdine, 2008) that cohere around a particular meaning and are relevant to the research being 

carried out. Foucault (1972) defines statements as “enunciative function[s] ...sometimes made up 

of fragments of sentences, series or tables of signs, a set of propositions or equivalent 

formulations” (p. 119). Statements constitute discourse and can be analysed with Foucault’s 

archaeological tools (Lynch, 2014) by describing the discursive conditions, or position, from 

which they appear and are uttered. Statements must be both material and repeatable. 

All kinds of text may be used in the construction of a ‘corpus of statements’, but they must be in 

context and have a connection to the question being asked. I ensured that the texts I collected had 

the capacity to provide knowledge about how objects and subjects were spoken about in the past 

as well as having some context in the present. I was careful to include documents that represented 

diverse practices so that discontinuities were made visible both over time and space. My approach 

was guided by Arribas-Ayllon and Walkerdine (2008) who suggested several kinds of text they 

think suitable for Foucauldian discourse analysis including ethnographic texts (field notes); 

political discourse (policy, debates, reports); expert discourse (specialist consults for advice on 

sourcing documents); journal articles; research findings; social interactions involving 
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conversation, interviews, speech and talking; and finally, autobiography and narratives, which 

can capture practices over time. 

Summary 
In this chapter I have presented the reasons why I selected Foucauldian discourse analysis as the 

underpinning methodology and method for this study. I also introduced Michel Foucault as 

philosopher-historian, and Foucauldian discourse analysis, before turning to Foucault’s toolbox 

to describe the main methodological choices that I have selected for use within the study. 

Since Foucault was clear that he continuously experimented, changing thinking and ideas, then 

as a Foucauldian researcher, I have been allowed the flexibility and freedom to experiment with 

Foucault’s tools in a quest to identify those most appropriate to my own research needs. After 

extensive reading, I selected tools from all three moments in Foucault’s opus to study the effects 

of power/knowledge on the construction of OTs’ subject positions. Archaeology provided me 

with methodological tools to describe the underlying structures and the process by which 

constructs such as truth, objects and subjects are produced and made real. Genealogy enabled a 

study of cause and change through consideration of what is done to bodies to change behaviour. 

However, it was problematization that became a predominant feature in this research. Through 

problematization, I was able to examine how certain human experiences become a problem at 

particular times in history and how these problems are managed by society. 

I next introduced governmentality (and its close cousins, biopolitics and biopower) and neoliberal 

thinking as an art of government, both of which permeate this thesis. Finally, I returned to 

Foucault and immersion in his published work and various commentaries to consolidate my 

understanding and verify my decision to use document analysis as my method. In the next chapter, 

I focus on the discourse analysis methodology attributed to Michel Foucault. 
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Chapter 3  Foucauldian methodology 

All my books… are, if you will, little toolboxes. If people are willing to open 
them and use a sentence, an idea [or] a study, as a screwdriver or spanner to 
short-circuit, discredit or break systems of power, including perhaps the very 
ones that my books come from... well, that’s good! 

– Michel Foucault, Le Monde Interview

Introduction 
In this chapter, I position Foucault as a post-structuralist, and in fact an epistemologist (Alcoff, 

1993, 2013). As a Foucauldian researcher, I am especially interested in understanding the 

formation of knowledge, which is not only discursively produced, but specific to a time and place 

within society. More particularly I examine how ‘preferred knowledge’ has been produced, and 

the influence of knowledge formation on individual subject positions such as those held by OTs, 

resulting in changes to their routine daily practices and delivery of care to their patients. Here, I 

look at ‘my’ Foucauldian toolbox as a methodology, and I begin to assemble my tools from the 

toolbox. I also position Foucault within a classification structure for this thesis using Crotty’s 

(1998) research process categories, where I look at the epistemology, theoretical perspective and 

methodology within which this study is situated, and some of the tools associated with them. 

Foucault’s work on technologies of discipline, although most closely related to genealogy, is 

extensive enough for me to examine it separately, after which I address ethical care of the self. 

My Foucauldian toolbox 
Foucault’s concepts of archaeology, genealogy and problematization, previously described in 

Chapter 2, loosely correspond to three consecutive periods of his thinking. He builds his theory 

systematically: one upon the other, but his terminology throughout is fluid, expanding, changing 

and sometimes dropped, as he moves forward with his emerging philosophy. Foucault’s 

methodology produced concepts unique to his thinking, that, in effect, constitute his method of 

analysis. By developing his own methodology and method, he was able to place subjects within 

a period in history and, by plotting a ‘genealogical’ map, study the power relations that created 

particular behaviours in a defined time and place. Through comparison of moments he was able 

to reveal how the present was different from the past and yet, how the past contingently 

constituted the present, i.e. “a history of the present” (Foucault, 1988b, p. xxiv (Introduction)). 

Thus genealogy is a history of the present, looking at different historical moments, stems from 

the method of archaeology; and problematization then becomes a history of a problem, rather than 

periods in history. His methodology provides tools to identify and trace the historical role of 

certain dominant ideas produced and enacted at specific moments in history. 

Featuring prominently throughout Foucault’s work is the concept of ‘discourse’, which, in 

addition to the definitions in Chapter 2, in an historical context he uses to mean “the material 
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verbal traces left by history” (O’Farrell, 2005a, p. 133), a certain “way of speaking” (Foucault, 

1972, p. 213). My question is concerned with how discourse has constructed the practices16 

associated with the concept of clinical governance and how these practices have been enacted and 

have actively shaped the behaviour of OTs working in DHBs. Through comparison of discourses 

and practices produced within different moments, I seek to reveal the mechanisms at play that 

have produced the practices and conduct of OTs aligned with, and required by, present societal, 

economic and political demands in New Zealand. 

Foucault’s ‘toolbox’ referred to his philosophical thoughts, ideas, and research processes, which 

he freely offered to readers, suggesting that they find their own way to use and adapt to their own 

research. The Foucauldian tools that proved useful in this study include archaeology, genealogy, 

power/knowledge, biopower, governmentality, discourse and subject positions. Other related 

concepts have also been considered where relevant, such as anatamo-politics, biopolitics, 

technologies of discipline and technologies of the self. Two notions that focus predominantly 

throughout Foucault’s corpus of work are the production of truth and the formation of the 

subject/self, both of which feature prominently in my research. 

I make use of Foucault’s message that societal behaviour is contingent on both the discursive 

construction of the ‘preferred truth’ and the individual’s or population’s response to this version 

of truth, relative to particular moments of history. Societal behaviour can change as a response to 

the autonomy of an individual17 to resist societal rules and regulations (Schwann & Shapiro, 

2011). Foucault asserts that individuals are turned into ‘subjects’ through the action of power 

relations, and, more specifically, what they do to themselves, through use of technologies of the 

self, which may involve confession, supervision, reflection and how they will behave under 

certain defined conditions (Foucault, 1982b). 

The research process: Positioning Foucault 
I have classified Foucault’s work and the resulting methodological process using the summary 

presented in Table 1. For this study, I take the stance that reality is socially constructed, 

transmitted by language that produces named objects in the world. I also accept that there is no 

one truth, but multiple interpretations of what is the truth, and that power is inextricably associated 

with what is considered the dominant truth within a moment. I acknowledge Foucault’s argument 

that power is productive, a prominent idea which underpins Foucauldian discourse analysis. 

16Practices: The application and/or use of an idea 
17 A single human being, a person 
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Table 1. Research process as applied to this study (Crotty, 1998) 

Epistemology Theoretical 
perspective Methodology Method 

Constructionism Post-structuralism Foucauldian discourse 
analysis Document analysis 

 

Each of the sub-branches of the research headings are expanded in the following sections: 

Constructionism as an epistemology, Post-structuralism as the theoretical perspective and 

Foucauldian discourse analysis by way of methodology. The Foucauldian ideas of discipline and 

surveillance are arguably extensions of Foucault’s genealogy, but they are a sufficiently important 

topic to merit their own separate discussion. 

Epistemology: Constructionism 
Although Foucault is considered a philosopher-historian, philosophy as study of the fundamental 

nature of knowledge, reality, and existence, and the basis and limits of human understanding 

(Butler-Bowdon, 2013, p. 1; Oxford English Dictionary, 1989) is too broad a measure. Foucault’s 

‘philosophy’ is often used to produce frameworks to see and understand knowledge, and in this 

sense, he could be considered an epistemologist, using such thinking to explore and expose the 

ideas or “truths” underlying the processes and workings of organizations within contemporary 

culture. In doing so, he initiated an ongoing discussion about the character and relationship of 

knowledge and power (Gutting, 2003). 

Here, we are concerned with the social construction of reality: people within a group or society 

construct their own reality through take-up of certain knowledge that becomes their accepted 

truth, and produces their understanding of the reality of the world around them (Berger & 

Luckmann, 1966). Of particular note is that humans produce society itself through discourse and 

related practices. 

Rejecting structuralism 

Structuralists focus on the relationships between the parts and with the whole. Thus, they see 

everything as inter-related, where the structures and order within systems do not change, and 

words and ideas have no independent meaning; it is only the relationship between them that gives 

them meaning (Gutting, 2001). Like the Swiss linguist Ferdinand de Saussure (1857-1913), who 

preceded them by almost fifty years (Mambrol, 2016), structuralists argue that language 

represents things and concepts through the recognition of similarity and difference, by 

comparison of one thing to another. The anthropologist Claude Lévi-Strauss (1908-2009), who 

coined the term “structuralism”, maintained that human thought and behaviour was the result of 

unconscious structures producing truth within culture and society (Gutting, 2001). 
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Foucauldian commentators often assert that his writing contains structuralist underpinnings 

(Mills, 2003; O’Farrell, 1989; Oksala, 2012; Olssen, 2003; Palmer, 1997; Smart, 1983), yet 

Foucault himself both resisted and rejected attempts to place his work within specific 

philosophical categories (Gutting, 2001; Kelly, 2014)18. He also indicated that he had trouble with 

post-modernism, saying that he did not understand what is meant by “modernity” in France 

(Foucault, 1998b, p. 448). Perhaps his most famous response is the defining, but enigmatic: 

Do not ask me who I am and do not ask me to remain the same. Leave it to 
our bureaucrats and our police to see that our papers are in order. At least spare 
us their morality when we write. (Foucault, 1972, p. 19) 

Theoretical perspective: Poststructuralism 
Although Foucault did not align himself to any particular philosophical approach, academic 

consensus prominently associates him with post-structuralism. (Mills, 2003; Oksala, 2011; 

Olssen, 2003; Palmer, 1997). Poststructuralism shares some concepts with structuralism, but it is 

also sufficiently different to set it apart. 

Poststructuralism is a slippery construct; it changes and means different things when applied to 

different bodies of work. Loosely, it can be described as a movement that has different meanings 

associated with certain moments over time and also takes on different connotations depending 

upon whose work is being considered (Peters, 1999). Generally, it may be considered ‘a theory 

of knowledge and language’ (Agger, 1991, p. 112), where language is considered central to the 

construction of human society and subjectivities through the production of competing economic, 

social and political discursive practices (Weedon, 1997). Societal knowledge, therefore, is 

generated from discursive practices, constituting a plurality of versions of what is real and true. 

Knowledge formation is fluid, subject to challenge and change and is understood from multiple 

subject positions in the context of its history and cultural circumstances. 

Post-structural analysis is concerned with the use of language to construct objects such as texts, 

which, when studied, become a means of understanding the way reality is constructed within 

society (Cheek, 2000). The original meaning situated within texts becomes inconsequential 

(Butler-Bowdon, 2013) because post-structuralists claim that the text ceases to belong to the 

original writer, i.e. it becomes ‘destabilized’ (Palmer, 1997). The reader is therefore freed to 

deconstruct the text and make multiple interpretations that may result in conflicts, shifts and 

discontinuities of meaning. Language is used to represent ideas, producing systems of knowledge 

18 Clearly exasperated, he wrote in the foreword to the English edition of The order of things, “’commentators’ persist 
in labelling me a structuralist. I have been unable to get it into their tiny minds that I have used none of the methods, 
concepts, or key terms that characterize structural analysis” Foucault, M. (1970). The order of things: An archaelogy 
of the human sciences. Vintage Books. , and further emphasised his disdain for labels in a later interview: “I have 
never been a Freudian, I have never been a Marxist and I have never been a structuralist” 
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that can be set up to claim that some knowledge is the ‘absolute truth’ (Butler-Bowdon, 2013; 

Mann, 1994; Stevenson, 2014). 

Pluralism 

Poststructuralists argue that there are no absolute truths in the world, but multiple, or “plural” 

interpretations of what is true and what is understood as real; therefore, what is ‘normal’ can be 

questioned, and ‘truths’ can be challenged (Cheek, 2000). Cheek maintains that there is a need to 

have access to ‘plural’ explanations for what is understood as real in order to recognize, include 

and analyse what otherwise may be ‘silences’ in the data. By identifying what is missing, as well 

as that which is present, voices that are traditionally left out of a discourse have an opportunity to 

be heard. The result is that the dominant discourses constructing the ‘normal’ can be questioned, 

providing an opening for current ‘truths’ to be challenged (Cheek, 2000). 

Truth: Regimes, games, power 

Foucault believed that truth was a constructed concept and relative to the beliefs of specific time 

periods. Rather than define truth (O’Farrell, 2005b; Weir, 2008) Foucault has an extensive oeuvre 

that focusses on how it is produced in the world, describing “truth” as: 

A system of ordered procedures for the production, regulation, distribution, 
circulation and functioning of statements…linked…by a circular relation to 
systems of power which produce it and sustain it, and to effects of power 
which it induces and which redirect it. A regime of truth. (Foucault, 1976b, p. 
14) 

A statement is “an action through speech” (Mills, 2003, p. 65), and statements are controlled by 

power relations: not everyone or every institution is able to make statements. As such, some 

statements will be more powerful than others. For Foucault, a regime of truth is relative to the 

society in which it is produced, because circulating discourses define what is true and what is not, 

specific to place and time. He also argued that the rules associated with the construction and use 

of preferred truths in each society’s “regime of truth” (Foucault, 1976b, p. 13) can change in 

response to the relationships these truths have with science, politics, economics and social issues 

(O’Farrell, 2005b) calling them the “general politics of truth”: 

Truth is a thing of this world: it is produced only by virtue of multiple forms 
of constraint. And it induces regular effects of power. Each society has its 
regime of truth, its “general politics” of truth: that is, the types of discourse 
which it accepts and makes function as true; the mechanisms and instances 
which enable one to distinguish true and false statements, the means by which 
each is sanctioned; the techniques and procedures accorded value in the 
acquisition of truth; the status of those who are charged with saying what 
counts as true. (Foucault, 1980a, p. 131) 

In The history of sexuality, Volume 2, he reflects that the overall goal of his work has been to 

produce “a history of truth” (Deere, 2014; Foucault, 1985, p. 11), and considers truth to be an 
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“event”, an “experience”19 , that is actively produced, rather than a pre-existing notion that is 

found (O’Farrell, 2005b). Foucault further states that he is not interested in telling the truth, but 

that truth should be understood as dynamic experiences that people engage in themselves (2005b), 

therefore, his tools were designed to examine truth from the perspective of “practices and 

outcomes” (Weir, 2008, p. 370). 

Importantly, Foucault (1997) argues that truth20 is produced through the interaction of specific 

rules, procedures and constraints, that consist of both true and false discourses and practices 

(Deere, 2014), a process he calls “games of truth” (Foucault, 1997, p. 296). Such games of truth 

exist within regimes of truth (Lorenzini, 2015) and are linked with power relationships through 

“practices of control” (Foucault, 1997, p. 281) that act to place particular limits on behaviour with 

the aim to generate particular desired behaviour as an end result21. The outcomes produced by 

games of truth may be considered successful or unsuccessful and may or may not be taken up 

(1997, p. 297), implying a freedom of choice in the selection of truth and the formation of 

subjectivity. Foucault suggests that games of truth are linked with ethical behaviour, the care of 

the self, the care of others, and that we do not have to accept institutional regimes of truth and we 

do not have to take up preferred institutional truths into our subjectivities (Lorenzini, 2015); we 

have freedom of choice (Foucault, 1997). There may, of course, be implications attached to 

behaving in an alternative way through not accepting and acting on preferred truths, i.e. resisting, 

whereby the individual is punished. 

Before the products of games of truth are enacted, the credibility of the subject to speak the truth 

should be examined. Therefore, ‘who’ is speaking, how they are speaking and why they speaking 

(Foucault, 1997, pp. 296-297) is crucial. As an example in the context of this thesis, the speaker 

may be a group or an individual (such as managers) representing a consensus of opinion (e.g. 

occupational therapy practices must done a certain way because they are more efficient and cost 

effective) emanating from a network of power (managers, leaders, clinicians) within a 

constraining institution (such as hospital). If credibility is recognised through the circulation of 

power relationships, then the “truth” being put forward may be taken up. It is important to 

recognise that there are many “truths” circulating at the same time and not all will be considered 

credible. 

 
19 An ‘experience’ can be understood as the result of “fields of knowledge, types of normativity and forms of 
subjectivity” forming a connection with each other within a specific culture at a particular moment. Foucault, M. 
(1985). The use of pleasure: Volume 2 of the history of sexuality (R. Hurley, Trans.). Vintage Books. (p. 4). 
20 Foucault also discusses “truth” alongside the production of scientific discourse and knowledge at particular 
historical moments in the context of epistemes in “The order of things” 
21 Although Foucault more commonly refers to games of truth as constructions, he acknowledges that in certain 
situations, games of truth can also be descriptions, such as “an anthropological description of a society” Foucault, M. 
(1997). The ethics of the concern of the self as a practice of freedom (P. Aranov & D. McGrawth, Trans.). In P. 
Rabinow (Ed.), Michel Foucault. Ethics, subjectivity and truth. Essential works of Foucault 1954-1984. Volume one 
(pp. 281-301). Penguin Books. (p.297). However, in this instance, I am interested in games of truth as a construction 
and the relationship between rules and power relations. 
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A historical analysis of truth, through study of practices and their outcomes, is instrumental to 

understanding the construction of truth (Weir, 2008). Change occurring over time is unexpected, 

unintended, haphazard, discontinuous, or with breaks and can be contradictory (Gutting, 1989; 

McNay, 1994). Foucauldian history does not assume there has been a linear progression, but as 

Nietzsche postulates, history emerges “from chance” or “by chance” (Foucault, 1984c, p. 78; 

McNay, 1994, p. 89). For Foucault, it is contingent upon events surfacing from social, economic 

and political problems at particular moments. He demonstrates how the prominent knowledge of 

a moment is constructed as ‘the truth’ through relationships of power, discourse and the ‘games 

of truth’ that are played out within societal institutions, producing subjects who behave in 

particular ways under certain conditions. 

Foucault’s understanding of the production of truth has been essential to my research, since his 

inquiry into the history of truth has produced ‘Foucauldian’ tools associated with the construction 

of distinct moments of his thinking. I have attempted to reveal how OTs construct their subjective 

truths from the games of truth played within both the professional and institutional arenas that 

provide the spaces in which they, as subjects, exist. The truths OTs have taken up have created 

particular subject positions, contingently shaping their behaviour and practices at certain moments 

in time. This is essential Foucault: the constant throughout his work is finding ways to understand 

and demonstrate how the selective construction of preferred knowledge (truths) in a society, along 

with the action and effects of particular disciplinary experiences, act collectively and individually 

to produce subjects who engage in acceptable societal behaviours appropriate for particular 

moments in time. 

Productive power and power relations 

When Foucault discusses power, he emphasises that power should not be understood purely in a 

negative sense, “Power is not evil. Power is games of strategy” (Foucault, 1997, p. 298). He 

argues that, “power…exerts a positive influence on life, that endeavours to administer, optimize, 

and multiply it, subjecting it to precise controls and comprehensive regulations” (Foucault, 1978, 

p. 137). Although he acknowledges that power does constrain behaviour, on the other hand, it is

crucial to recognise the positive outcomes associated with the use of power, “power produces,

…reality …domains of objects and rituals of truth. The individual and the knowledge that may

be gained from him belong to this production” (Foucault, 1977a, p. 194).

The body is both productive through all kinds of activity yet ‘docile’22, subjected to often 

invisible, fragmented, micro-forces that work on a body both internally and externally that make 

the body behave in a certain way. The body has a subjectivity that is endowed (empowered) by 

power relations. Foucault (1978) insists that “power is everywhere” through the play of multiple 

22 “A body is docile that may be subjected, used, transformed and improved”. Foucault, M. (1977a). Discipline and 
punish: The birth of the prison (A. Sheridan, Trans.). Penguin Books. (p. 136) 
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productive relationships. It arises from the “very depths of the social body” (p. 94). Importantly, 

power relations “are both intentional and non-subjective...they are imbued through and through 

with calculation: there is no power that is exercised without a series of aims and objectives” (pp. 

94-95). When conducting an analysis of texts, this point of Foucault’s is essential to keep in mind. 

He indicates that the power conveyed within the relationships producing practices is often local, 

yet anonymous. For instance, the DHB service plan documents I analysed were produced by 

unnamed authors who are in relationships of power with ‘others’ producing DHB strategic plans. 

Service plans carry the discourses within the strategic plans which are interpreted and further 

produced as plans and practices for frontline clinical service providers, the practitioners, to carry 

out. Of course, Foucault also maintains that “where there is power, there is resistance” (p. 95), so 

it does not automatically mean that the practitioners will agree to and carry out the plans and 

practices. 

Methodology: Foucauldian discourse analysis 
In this section, I describe the dominant terminology associated with Foucauldian discourse 

analysis, especially the ideas which produce discourses, and the relationship of archaeology and 

genealogy to discourses, and discourse formation. I also examine what happened when Foucault 

reached the limit of what he could do with archaeology, which gave rise to the allied ‘tool’ of 

genealogy. 

Discourses 

Discourse is central to both Foucauldian methodology and Foucauldian discourse analysis. 

Multiple discourses circulate preferred truths and knowledge within organisations and society. 

They are integral to both archaeology and genealogy, the formation of objects, subjects, the soul, 

subjectivities and subject positions. They therefore play a prominent role in my analysis. By being 

contingent on specific events and circumstances that play out within a prescribed place and time, 

discourses emerge from social, economic and political discursive fields23 (Weedon, 1997) relative 

to that particular moment in space and time. While multiple discourses are at play in any one 

moment, circulating through networks of power, it is the dominant discourses that are highly 

influential in the construction and emergence of social, economic and political policy and 

legislation. 

The will to truth 

Dominant discourses act as a conduit for transporting the knowledge and truth of a moment that 

produce certain beliefs and practices. As such, discourses create the conditions for the production 

 
23 Foucault examined “how” discourses are constructed through the application of his method of genealogy. This 
deals with a random “field of objects” to be discovered and encountered, focusing on uncovering discursive and non-
discursive practices as a series of events, “the discursive field” Penalver, P. (1994). Archaeology, history, 
deconstruction: Foucault's thought and the philosophical experience. In R. Miguel-Alfonso & S. Caporale-Bizzini 
(Eds.), Postmodern studies. Reconstructing Foucault: Essays in the wake of the 80's (Vol. 10). Rodopi. . 
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of behaviour change in society within a particular moment. Discourses provide the means to the 

“will to truth” (Foucault, 1981, p. 54), which necessarily encompasses the intention to exclude or 

constrain. Foucault goes on to say: 

This will to truth is, in its very general form, the type of division which 
governs our will to know (notre volonté de savoir), then what we see taking 
shape is perhaps something like a system of exclusion [emphasis added], a 
historical modifiable, and institutionally constraining system...[It] rests on an 
institutional support: it is both reinforced and renewed by whole strata of 
practices... books, publishing, libraries, learned societies in the past and 
laboratories now. (pp. 54-55) 

Discourses are also used to justify what an organisation does, and so are an integral part of 

governance. Institutions, where discourses circulate, set up the conditions for behaviour change 

through the use of disciplinary mechanisms, such as procedures, rules, uniforms and drills 

(Foucault, 1977a). While the knowledge and reasoning behind what people do is produced by 

discourse, it is their practices that make visible what they understand as true. What people do, 

their practices, therefore, in these institutions, is contingent on the preferred ‘truth’ discourses 

becoming dominant. In institutions such as hospitals, discourses create hierarchies, rules and 

procedures that result in particular games of truth, behaviours, and outcomes. They define the 

selection of specific research methods that will uphold the organisation’s perspective, and act to 

exclude other research that does not. It is an insidious, reiterative process that normalises 

particular behaviours on the bodies and subjectivities of targeted beings (such as OTs). In the case 

of OTs, the outcomes of their conduct have implications for their patients/clients in what 

healthcare interventions can be delivered and received. 

As indicated in the data gathered for this research, Foucault’s toolbox has created possibilities to 

delve deeply into the discourses and subject positions held by OTs exposed to the rigors of clinical 

governance. The data sheds light on how the profession has responded to the application of this 

form of governance. 

Power is transported and deployed through the fluidity of discourses, therefore the tracking of a 

discourse should be free of restrictions and limitations. Foucault understood discourses as 

affecting multiple strands of a phenomenon, enabling visualization, understanding and 

transparency of how power is spread through “dispersed events” (Foucault, 1972, p. 24) in an 

organisation and how power manifests at local levels. Placing great importance on power linkage, 

he called it a “capillary form of power” (Foucault, 1980a, p. 39), “a micro-physics of power” 

(Foucault, 1977a, p. 26). 

Foucault suggested that the often deeply hidden reasons why a phenomenon that has developed 

can be revealed, aiding the understanding of how local, tiny disruptive forces influence change at 

a national level. He argued that by mapping these links, the intentional, yet non-subjective, power 
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relations at play are made visible. Foucault looked for “patterns of order”, not interpretation, 

arguing that texts must be figuratively laid out flat for review – the patterns made clear as a map. 

He also stressed the importance of making “connections” (Foucault, 1980a, p. 38), which could 

be very small, but which created “shifts and displacements” (p. 39) that would ultimately result 

in changes in the structure and power mechanisms of the phenomenon. Sometimes there would 

be elimination, other times only modification of a situation. Foucault argued that what was 

important was the mundane detail that this system of linking provided. It also had an important 

function in understanding how tiny disruptive forces influenced change, because the transition 

was not generally smooth. Rather, changes were a reaction to what had gone before, and were 

sometimes challenging, sometimes filling in gaps, sometimes being more inclusive. Mapping 

these links also helped to see what was known at the beginning, what worked and was seen as 

useful, what failed and whether the phenomenon took on a new form or faded away. 

By examination of multiple documents from different moments in time, I was able to track tiny 

disruptions that when considered together within a Moment, and then compared with other 

Moments, provided evidence of change. For example, my analysis revealed how patients were 

selected to receive occupational therapy: Post-war, where biomedical discourses favoured 

reablement of hospitalised patients, those people referred to occupational therapy were 

automatically assessed and treated by a therapist using an array of treatment modalities. The 

question of whether or not they should be treated never arose, and duty of care could range over 

several months. In Moment 1, economic discourses favouring economic prudency and limiting 

interventions on the basis of need were influencing the practices of OTs and constraining the 

treatments they could provide to patients, reducing duty of care. By Moment 2, economic 

discourses favoured further restriction and, in some practice areas, decision-making was removed 

from individual OTs through the introduction of algorithms and vetting systems that excluded 

certain patients from receiving OT services if they did not meet certain criteria, ending duty of 

care. Long periods of treatment in hospital had faded way, now replaced by short interventions or 

nothing at all, thus ending duty of care and minimising cost to the DHB. 

Objects and subjects 

Objects are a product of discourse24 (Foucault, 1972); they are entities that appear to be 

unconscious and passive, and do not act on other things. Although Foucault did not differentiate 

between material and discursive objects (Foucault, 1972), it can be useful to discriminate between 

the two when discussing objects applied to particular situations. 

 
24 Rules of formation of objects (Foucault, M. (1972). The archaeology of knowledge (A. Sheridan Smith, Trans.). 
Routledge. pp.44-54): Arising from a surface of emergence (where an object first arises, such as family, work, 
society); enabled to come into being by authorities of delimitation (those who have the power to produce the object); 
through grids of specification (the systems through which the object was described, separated and analysed). Exists 
within a complex set of relations at varying levels and is placed at the ‘limit of discourse’, neither within or outside 
the discourse itself. 
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Both discursive and material objects are formed within discursive formations, which can be 

recognised groups, professions or scientific disciplines. Material objects are things that are 

concrete and can be understood through the senses (Kooji, 2014). They can be seen, touched, 

smelt, heard or tasted. Examples from occupational therapy related material objects would be tape 

measures, wheelchairs, craft materials and assessment kits. Discursive objects are abstract and 

intangible and are better understood as concepts, ideas and models (Kooji, 2014). Examples of 

discursive objects used by OTs are instructions on how to do or make something, assessment 

protocols and theoretical practice models. 

Objects are categorised to align with particular practices and emerge in specific time periods as 

conditions change (Foucault, 1972). For instance, objects emerging from the practice of 

occupational therapy in and after the Second World War include craft equipment and a 

programme of graded activities, while contemporary occupational therapy practices would be 

entering data into an online occupational therapy report with standardised headings to report 

occupational dysfunction or apply for the provision of adaptive equipment through the completion 

of an on-line form (virtual objects). So, objects can signal changes in practice because they are 

related to particular time periods. They are contingent on the rules that govern what practitioners 

are able to do with, and provide for, their clients within an occupational therapy scope of practice 

and DHB remit, and within a moment. 

Foucault describes two types of subject: there is the subject who is controlled by and dependent 

on an exterior entity and then there is the subject who knows itself and is controlled by its own 

ethical beliefs and conscience (Foucault, 1982b, p. 212; May, 2014b, pp. 496-501). Therefore, 

subjects can be produced from two technologies. The first are the technologies of power, where 

subjects are constructed by the impact of disciplinary power and bio-power through practices 

imposed by authorities such as a sovereign or an institution, or in the case of bio-power, the state, 

producing bodies and populations who behave in a particular way (Arribas-Ayllon & Walkerdine, 

2008; Taylor, 2010). The second are technologies of the self: subjects are constructed by what 

individuals do to themselves in the context of ethical ‘care of the self’ practices in order to 

transform themselves (Foucault, 1988d). Subjects are self-aware and able to decide for themselves 

how they will behave (O’Farrell, 2005b). 

In my study, subjects include OTs. Subjects are conscious and have agency and are capable of 

producing subjectivities that affect their own behaviour. They are able to actively experience and 

encounter the world through engaging in activities such as reasoning, reflecting, thinking and 

feeling. Because of these dynamic qualities, subjects are able to produce subjectivities as the result 

of selecting and taking up discourses circulating in their environment. The discourses act to 

produce behaviour change. Subjects and subjectivities can only be produced by the effects of 
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power emanating from agencies such as those found in society, government, economics, religion 

and culture. 

Objectivising of the subject 

In his later work, Foucault considered how subjects may be objectivised. He calls this phenomena 

“dividing practices” (Foucault, 1982b, p. 208). He explained that subjects are divided into 

categories that represent the constructed, named, societal behaviour they exhibit, “the mad and 

the sane, the sick and the healthy, the criminals and the ‘good boys’” (p. 208). In this way, they 

become objectivised. Through the application of power relationships, humans are grouped and 

labelled as types of objects. For instance, ‘girls’, ‘carers’, ‘occupational therapists’, ‘patients’. 

Hence there would be an awareness of behaviours that could be named as ‘normal’ and ‘not 

normal’ as well as the promotion of behaviours that ‘are wanted’ and the discouragement of those 

‘not wanted’. This gathering and analysis of knowledge then, is productive, leading to the 

development, practice and normalisation of desired behaviours and ways of doing in society. 

Then, the individual ‘docile bodies’ within these groups of objects are directly subjected to power 

mechanisms through techniques of discipline and Panopticon surveillance. Through engagement 

in normalised, everyday practices, these docile bodies become self-aware, productive human 

individuals, who are now not only objects, but also subjects, created as a result of being both the 

conduits and effects of power (Armstrong, 2019). As subjects are created in this way, it sets the 

conditions so that individual subjects categorised into groups within a society share common 

subjectivities. They share common knowledge and common rules of behaviour. They take up 

particular subjectivities and subject positions. 

Subjectivities and subject positions 

Discourses bring to prominence multiple truths and knowledge from which subjectivities and 

subject positions are produced. Discourses and subjects are interconnected; they make each other 

thinkable. Because of this close relationship, discourses can be replicated until such a time when 

they intersect with more powerful discourses. When discourses cross, they may be changed, 

relegated to the background or eliminated altogether. Foucault (1982b) maintains that subjects 

must be free to consciously choose what knowledge and truth they take up from discourse. Subject 

positions enable “people [to] make sense of who they are by locating themselves within culturally 

circulating discourses and narratives” (Guilfoyle, 2016, p. 123). The construction of subject 

positions produces particular behavioural responses. Subjects freely take up subject positions 

from multiple discourses, which shape the individual characteristics of their own ‘self’ as well as 

the way they carry out their roles in society. In this study, OTs are the primary subjects of interest; 

they are constructed as a product of the biomedical discourse. They have been named and 

categorised as professionals who are involved in reablement. They hold professional subject 

positions that are based on beliefs that participation in occupations, or ‘doing’, promotes healing. 
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As individuals, there are multiple discourses that OTs may also take up into their subjectivities, 

including the discourses circulating in DHBs favouring clinical governance behaviours that may 

enhance, replace or conflict with their professional beliefs and behaviours. 

As subjectivities are also the ways we know ourselves and what we do, my own subjectification 

informs me of some of the subject positions I take: I am Yasmin, a middle-aged European female, 

an occupational therapist and researcher who provides supervision to other OTs and does work 

as an auditor for a regulatory board. Knowing myself and my subject positions is an important 

part of the reflexive research process, because I need to be aware of any bias or belief that may 

impact my interpretation of the findings, particularly as my study is focussed on identifying and 

naming the subject positions and subjectivities that make up every day practice for OTs. 

The self and the soul 

The internal self, or ‘soul’ of a person is itself a discursive construction. The self is shaped by 

external, historical and societal circumstances and is “born rather out of methods of punishment, 

supervision and constraint” (Foucault, 1977a, p. 29). This infers that a person’s ‘self’ or ‘soul’, is 

therefore not an innate, unknown phenomenon. The soul becomes knowable and thus the 

behaviours and conduct of a person - a ‘body’, arising from the action of a body’s ‘soul’, can be 

categorized, described and named, the result of subjection (1977a). This then enables the society 

to ask the question, ‘Why did the person do that?’. This simple action of being able to question 

behaviour opens it up to interrogation, as if it were a scientific analysis. The behaviour can then 

be dissected and compared with the behavioural norms of the particular period of time in which 

the action happened, thus creating a body of knowledge specifically suitable for controlling 

behaviour during that moment in time. 

Discourses within archaeology 

Archaeology acts as a framework with which to conduct Foucauldian discourse analysis, and is 

described in Chapter 4, which looks at the method I used in detail. In this section, I outline the 

formation of discourses and the underlying conditions, the application to archaeology, and the 

extent to which archaeology can be useful. 

The rules of formation 

As discursive formations are “a group of statements that belong to a single system of formation” 

(Foucault, 1972, p. 121), Foucault argues that there are certain rules associated with the 

construction of “discursive formations”. These rules occur when attributes such as order, 

functioning or correlation can be discerned between such elements as “objects, mode of statement, 

concepts, thematic choices” and are called “elements of division” (Foucault, 1972, p. 41). Such 

elements must obey the “rules of formation”, which are “conditions of existence...in a given 

discursive division” (p. 42). Foucault goes on to say that conditions of existence are embedded 
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within discourse (p. 42), where the ‘rules of formation’ comprise the “surfaces of emergence” (p. 

45), the “authorities of delimitation” (p. 46) and the grids of specification” (p. 46). The rules of 

formation are a way of thinking about knowledge that is accepted as real and/or true and which 

forms the basis of a particular domain of knowledge. 

Surfaces of emergence 

Surfaces of emergence are the locations where certain discursive objects first appear (Foucault, 

1972; Kendall & Wickham, 1999; Wang, 2017). They are defined locations where words and 

statements are linked to particular temporal, spatial, social and cultural conditions, thus enabling 

discourses to produce specific named objects in a particular moment. Examples would be the 

emergence of occupational therapy in locations such as hospitals; community, sanatoriums and 

asylums being the product of political, economic and health discourses. 

Authorities of delimitation 

The authorities of delimitation are those who hold the authority to place limits on the actions of 

the discursive object (Foucault, 1972; Kendall & Wickham, 1999; Wang, 2017). Examples in this 

study would be governments, politicians and representatives within institutions such as hospitals, 

who hold the power to designate space for occupational therapy departments and allow 

occupational therapy to be practiced on the wards. Within the institutions, authorities of 

delimitation may also constitute particular doctors, nurses and occupational therapy experts who 

have played a role in constructing and producing OTs and occupational therapy practices in a 

New Zealand context. 

Grids of specification 

Grids or forms of specification are products of discourse. They function as systems that describe 

how discursive objects are categorized and relate to other important discursive constructions and 

ideas (Foucault, 1972; Kendall & Wickham, 1999; Wang, 2017). 

For example, grids of specification produced from occupational therapy professional discourses 

would include discourses supporting occupational therapy’s fundamental belief that occupation 

is essential for health, so that practice is orientated to enabling people to participate in occupation 

for well-being. Other discourses focus on the ‘whole person’, supporting holistic assessment and 

intervention practices; while further discourses construct the belief that each person is unique, 

supporting the notion that OTs apply novel problem-solving skills to their practice, providing 

customised solutions to specific needs of particular patients. Clinical governance discourses, on 

the other hand, have produced grids of specification emerging from quality, safety and prudency 

discourses. Practices from these discourses involve employing ways of minimising cost of 

healthcare delivery, providing quality healthcare for all through responsibility and accountability, 

eliminating inequality through identification of need rather than desirability or improving quality 
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and participation in life and ensuring practitioners are competent to practice through surveillance, 

policy and oversight. 

Enunciative modalities and the formation of concepts 

In The archaeology of knowledge (1972), Foucault considers what links statements together, their 

“enunciative modalities” (p. 55). To uncover these relationships, he asks questions of the texts, 

such as: Who wrote the document and what is their subject position?; What is in it for them? What 

gives them the right to speak?; What is the institution associated with the discourse? This field of 

statements gives rise to concepts applicable only to their historical context. The next step, the 

‘formation of concepts’ (p. 62), also has certain rules in order for statements to be disbursed within 

a discursive formation. There must be an order of “succession” (p. 63), as well as fields of 

“presence” (p. 64) and “concomitance” (p. 64) and “procedures of intervention” (p. 65). In 

practice, these rules mean that researchers must look for regularities and characteristics of 

particular discursive practices and compare them from one time period to another. 

Limits to archaeology 

The 1969 lecture/essay, Qu’est-ce qu’un auteur? (What is an author?), essentially acted as a 

conclusion to Foucault’s period of archaeology and made way for the next stage of his thinking: 

genealogy. Where Foucault’s thinking eventually differed from his major influences, the 

structuralists, was his interest in how unconscious thought and hidden structures influenced 

changes in phenomena and practice, rather than merely description. This became a crucial 

underpinning of his ideas (Garland, 2014). He argued that by taking a birds-eye view of these 

structures through an historical lens, the truth would become visible. However, he acknowledged 

that because archaeology was a descriptive tool, it only permitted him to reveal and lay out the 

ideas underpinning a practice. It also did not enable him to address what had caused a change to 

a phenomenon. While writing his archaeologies, he indicated that he had not yet developed a tool 

that would enable him to explain change, so, “I left the problem of causes to one side; I chose 

instead to confine myself to describing the transformations themselves, thinking that one day, a 

theory of scientific change and epistemological causality was to be constructed” (Foucault, 1970, 

p. xiii). 

The shift to genealogy 

Dreyfus and Rabinow (1982) emphasise that “genealogy is complimented and supported by 

archaeology” (p. 106) explaining Foucault’s comments in L’ordre du discours (1971). However, 

in the later Surveiller et punir: Naissance de la prison (1975b): (Discipline and punish: The birth 

of the prison (1977a)), the methodology Foucault used for his concept of genealogy remained 

heavily influenced by archaeology (Gutting, 2001). While he continued to construct the four 

categories of archaeological analysis: objects, concepts, modes of authority and lines of strategic 

action, he progressed the method so that he could describe not only the discourses themselves, 
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but map and connect multiple discourses to reveal the power-play producing changes to 

knowledge truths and the effects on conduct (Foucault, 1977a). Foucault’s genealogy25 shifted 

the focus of research onto the analysis of the effects of power within institutions on practices 

(Foucault, 1977a; Gutting, 2005; Hook, 2005), particularly the relationships between discursive 

and non-discursive practices (Hook, 2005). Hook (2005) argues that the purpose of genealogy is 

‘the generation of critique’ (p. 7) and that researchers should not look to unearthing truths, but, 

more importantly, to consider ‘truth-effects’ (p. 8), guided by extra-discursive practices. 

Linking theory to practice 

Analysis through an historical lens was unique at the time, but in keeping with Foucault’s 

academic background as an historian. His was not a linear account, as is usual with history, but 

contingently in sequence, to clearly reveal how events influenced each other over a defined period 

of time. With genealogy he therefore sought to question established ‘truths’ and look deeper at 

the invisible events of the past that shaped people’s lives in the present. In this way, new realities 

could be formed. Foucault also saw genealogy as a method of “linking theory and practice” 

(Tamboukou, 1999, p. 205). He took up a diverse array of practices in society, from prisons to 

sexuality, and opened them up to scrutiny, looking for the deeper mechanisms that were 

interplaying and controlling the development of the phenomena in question (Mills, 2003). 

The principles of genealogy 

In L’ordre du discours (1971): (The order of discourse (1981)), Foucault’s 1970 inaugural lecture 

at the Collège de France, he warns that, when conducting genealogical research, there are ways 

that ‘truth’, and hence ‘knowledge’, can be limited. Knowledge can also sometimes even appear 

to be false (Gutting, 1990). Foucault argues that authors of texts, the disciplines formed around 

particular knowledge, and the rules around who has access to the knowledge and has the authority 

to speak, all contribute to limiting the truth. They act as systems of exclusion. Discourses, 

therefore, provide only a “gleaming of a truth” (Foucault, 1981, p. 66). 

In order to remediate this problem of limitation, Foucault lays out four principles that guide 

genealogical analysis that enable the opening up of discourses for analysis: the event, the series, 

the regularity and the condition of possibility. These notions, he says, oppose the more traditional 

concepts of signification, unity, originality and creation, respectively. Firstly, the “principle of 

reversal” (p. 67) emphasises the need to consider “discourse as an event” (Hook, 2001a, p. 531), 

negating limitations imposed upon discourses by authors, disciplines and other authorities. When 

25 There is some argument that Foucault did not produce a clear methodological analysis for genealogy, such as that 
laid down for his concept of archaeology, to be found in The archaeology of knowledge. (Gutting, G. (2005). 
Foucault: A very short introduction. Oxford University Press. ) suggests there is only one persistent use of the 
concept as an historical genealogical study, and this forms the framework of Discipline and punish - although he does 
acknowledge that The history of sexuality has been cited as a second example of Foucault’s use of genealogy. 
However, Gutting also argues that since the remaining volumes of The history of sexuality were not completed, there 
are no full genealogical studies associated with it, maintaining that the first volume only introduced a plan for a series 
of genealogical histories that were, in the end, never written. 



51 

discourses are considered as “sets of discursive events” (Foucault, 1981, p. 69), they are 

constructed as material objects. The relationships of power surrounding the object under study 

can be mapped to their fullest extent through the analysis of discourses sourced from numerous 

texts within a particular field of concomitance. Secondly, the “principle of discontinuity’ guides 

researchers not to look for one continuous, progressive discourse from origin, but for a series of 

“discontinuous practices” (Foucault, 1981, p. 67) that present in many forms, such as running 

alongside, crossing, eliminating or being oblivious to each other. Thirdly, the “principle of 

specificity” provides a further understanding of discourse as a “practice” (p. 67) that is enacted 

on objects, providing a regularity to discursive “events” rather than the world being understood 

as predictable and in unity. Finally, the “principle of exteriority” advises researchers to stay with 

the ‘external conditions of possibility’ (p. 67) and not look for deeper meanings ‘hidden’ within 

the discourse (Fadyl et al., 2013) as a ‘creation’ or origin viewpoint would suggest. 

The principles of genealogy applied 

Foucault’s advice sets the approach I have taken to discourse analysis in the two analysis chapters. 

Following a comparable strategy outlined by Fadyl et al. (2013), and Nicholls (2008), I have 

utilised a variety of texts that represent a wide breath of discursive events and practices related to 

occupational therapy and clinical governance, within and external to DHBs, that establish the 

effect of clinical governance on occupational therapy practice. I have mapped multiple discourses 

from many sources, acting in different ways with each other, from and in particular spaces, 

locations and moments. Sources include texts from the NZ government, to OTBNZ through to 

local DHBs and the services within them, connecting the ‘local’ with the ‘global’ (Nicholls, 

2008). The mapping established the circulation of power and its relationships between discourses. 

As discourse is never static (2008), ruptures, fissures and tensions on the surface of discourses 

could be located, making visible the shifts that enabled new manifestations of discourse to 

emerge. I have studied texts that have revealed discourses concerning the practices of OTs at 

different moments in time. In Moments 1 and 2, I have specifically conducted an inquiry into how 

discursive events associated with clinical governance have influenced and changed occupational 

therapy practices in the extra-discursive environment of the DHBs, producing a shift to 

organisational preferred practices. In other words, I have looked in the texts to pinpoint changes 

in local material occupational therapy practices that clinical governance discourses circulating 

within DHBs have made possible. 

Genealogy: Descriptor and critic 

A number of writers have attempted to explain genealogy (Powers, 2007)26. Tamboukou (1999) 

suggests that genealogy is concerned with the “processes, procedures and the apparatuses by 

 
26 While Foucault’s genealogy was placed solidly in history to understand the “history of the present”, by examining 
epistemic shifts in the history of the past, it is not clear just how much Foucault aligned his own interpretation with 
that of Nietzsche. Academics have debated this question and tend to conclude that both philosophers held similar 
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which truth and knowledge are produced” (p. 202). O’Farrell argues that genealogy addresses the 

“constraints that limit the orders of knowledge” (O’Farrell, 2005b, p. 69) while Garland suggests 

that genealogy is “the idea of using history as a means of critical engagement with the present” 

(Garland, 2014, p. 367). Foucault indicated that genealogy was concerned with studying ourselves 

and understanding who we are through the domains of knowledge, power and ethics (Mendieta, 

2014). As such, Foucault wants to know the origins of the current rules, practices and 

organisations that hold power over a society ‘in the present’ in order to evaluate and understand 

the entitlement to such an assertion by looking to the past (Gutting, 2005). In this way, genealogy 

assists researchers to study where a phenomenon has come from and how the impact of seemingly 

unconnected historical events may have influenced its present state of being. 

Discursive and non-discursive practices 

With genealogy, described as a “history of the present”, Foucault introduced discursive and non-

discursive practices which are specific to time, place and culture, contingent and bound by rules. 

Foucault understands “practices” as “what is said and what is done, rules imposed and reasons 

given, the planned and the taken for granted meet and interconnect” (Foucault, 1991a, p. 75). He 

suggests that practices are patterns of behaviour at play within the person’s society, culture and 

social group that the person is obliged to take up (Foucault, 1997, p. 291). Discursive practice, in 

Foucauldian terms, is the formation of knowledge produced from discourse. Understanding what 

“practices” are, is essential, as “problematizations emerge in practice” (Bacchi, 2012, p. 2). In 

this study, the practices associated with healthcare delivery became problematic and a solution 

was sought. What emerged was a discursive formation, clinical governance, that in turn, produced 

change in the practices of OTs when providing interventions for their clients. As such, I 

understand that practices make power/knowledge visible because they are frequently present 

where discourses cross each other and so they can highlight knowledge/power connections. 

Foucault argues that discourse does not underlie all cultural forms. He names non-discursive 

domains as including “institutions, political events, economic practices and processes” (Foucault, 

1972, pp. 179-180). In his opinion, forms of art and music, political and social relations are not 

discursive (Foucault, 1998a): 

beliefs, although it is said that the phenomenological approach Nietzsche used, together with some of his cultural 
beliefs, would not have sat well with Foucault. 
Foucault’s 1971 paper, Nietzsche, la genealogie, l’histoire (Nietzsche, genealogy, history), published in the 
compendium Hommage à Jean Hyppolite (Homage to Jean Hyppolite) Bachelard, S., Dagognet, F., Canguilhem, G., 
Foucault, M., Guéroult, M., Henry, M., Laplanche, J., Pariente, J., & Serres, M. (1971). Hommage à Jean Hyppolite. 
Presses Universitaires de France. , does not compare his own interpretation with that of Nietzsche, (Foucault, M. 
(1984c). Nietzsche, genealogy, history (D. Bouchard & S. Simon, Trans.). In P. Rabinow (Ed.), The Foucault reader 
(pp. 76-100). Pantheon Books. https://noehernandezcortez.files.wordpress.com/2011/04/nietzsche-genealogy-
history.pdf , yet is regarded as an important insight into Foucault’s thinking (Rabinow, P. (Ed.). (1984). The Foucault 
reader. Penguin Books. ). In later years, during an interview, Foucault commented, “The only valid tribute to a 
thought such as Nietzsche‘s is precisely to use it, to deform it, to make it groan and protest. And if commentators then 
say that I am being faithful or unfaithful to Nietzsche, that is of absolutely no importance.” (Foucault, M. (1980b). 
Prison talk. In C. Gordon (Ed.), Power/knowledge: Selected interviews and other writings 1972-1977. Vintage 
Books. ). 



53 

There is nothing to be gained from describing this autonomous layer of 
discourses unless one can relate it to other layers, practices, institutions, social 
relations, political relations, and so on. It is that relationship which has always 
intrigued me... I tried to find the relations between these different domains. (p. 
285) 

The non-discursive practices in this study include the DHBs and externalities such as political 

and governmental mandates, inquiries and demographics. Through the application of genealogy, 

I have examined the relationship between discursive and non-discursive practices that, together, 

have produced systems of knowledge pertinent to the practices of OTs (Olssen, 2014). 

Production of change 

Genealogy allows observation of how power operates at a discrete level through discourse, a 

perspective which is missing in archaeology alone. It is not the big events that create change, but 

the little, mundane, seemingly unimportant, unconnected practices produced by discourse at the 

micro-level. When these are linked up, together they become the force to create change (Gutting, 

2005). Discourses can therefore be understood as the powerhouses that produce change in 

knowledge and truth and practices. ‘Truth’ emerges only when certain discourses are taken up 

within a society and said to be true by bodies who are seen as presenting the truth, such as 

scientists, educational institutions and health systems, and are then upheld and reinforced amongst 

society members by the use of rules, constraints and the power mechanisms that maintain the 

belief about what is true. What is not true follows from what is true, as it would, in essence, be 

the counter-argument. 

Power, knowledge and truth 

Foucault’s idea of the inextricable relationship between power and knowledge: “I have been 

trying to make visible the constant articulation I think there is of power on knowledge and of 

knowledge on power” (Foucault, 1980b, p. 50), means that when a body uses its existing power 

to influence some state of affairs, that very action results in a change in the conditions that 

previously existed. The change would now be a catalyst whereby new knowledge had to be 

produced to manage or explain the new conditions. Over time, the new conditions will have 

generated further new knowledge in an almost cyclical manner. 

Close relationships between power and knowledge have effects on what becomes ‘the truth’ in 

society, as “knowledge linked to power not only assumes the authority of 'the truth', but has the 

power to make itself true” (Hall, 2013, p. 33). Foucault (1977a) himself asserts: “There is no 

power relation without the correlative constitution of a field of knowledge, nor any knowledge 

that does not presuppose and constitute at the same time, power relations” (p. 27). He further 

suggests that a relationship of power is defined by its ongoing effects: 
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It is a mode of action that does not act directly and immediately on others. 
Instead, it acts upon their actions: an action upon an action, on possible or 
actual future or present actions. (Foucault, 1982b, p. 220) 

Discipline 
The Foucauldian idea of ‘discipline’ was mentioned earlier as (arguably) an extension of his 

genealogy, but since the concept has important application to this study, it is here explored in 

more detail. 

For Foucault, discipline is a series of practices that when applied, can control what a body does. 

It is exercised by compelling an individual to act in a certain way by setting out rules as to how 

something is done, where it is done, and what the required time frame is for completion. The 

power of discipline is constituted by the application of “hierarchical observation, normalising 

judgement and examination” (Havis, 2014, p. 113). Individuals holding positions of power and 

authority in organisations are positioned to introduce and apply disciplinary technologies of 

power into the system, acting on targeted individuals, often in the belief that changes to practice 

will result in quality improvement. The associated disciplinary and surveillance techniques 

effectively control the conduct of individuals by changing conditions within a particular 

environment causing individuals to behave in a particular way that is more desirable to the 

organisation. 

An understanding of disciplinary power and the techniques associated with disciplining 

individuals is relevant to OTs working within DHBs, who are subjected to techniques of discipline 

aimed to ensure competence, safety and quality of service delivery and professional practice. This 

discipline is applied both from within their place of work and from their professional regulatory 

organisation, the OTBNZ. Techniques of discipline have the effect of shaping behaviour so that 

OTs conduct themselves in particular ways, required by these organisations. In the following 

sections, I discuss the Foucauldian understanding of discipline as a ‘technology of power’ in the 

context of techniques of discipline and techniques of surveillance, including the analogy of the 

Panopticon. 

Double-entendre 

Foucault seems to have been fascinated by the concept of ‘discipline’, which can be understood 

as both: 

1. “The meticulous control of the operations of the body” (Foucault, 1977a, p. 137)

2. “A field of study” ("Discipline," n.d.) e.g. occupational therapy

In Discipline and punish (Foucault, 1977a), he plays with the meanings of the word - both the 

word and its meanings are the same in his native French. Firstly, disciplinary power in the form 

of ‘technologies of discipline’, acting on individuals to produce docile bodies that are “subjected, 
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used, transformed and improved” (Foucault, 1977a, p. 136) through the minute oversight and 

control of daily activities. They become compliant and behave in particular ways preferred by 

those holding power within society. Secondly, the constant subjection of disciplinary power on 

groups of docile bodies producing named ‘disciplines’ (p. 137), such as accountancy or 

engineering. Disciplines are present in societal institutions, schools, armies and importantly for 

this thesis, within medical establishments. Medical disciplines are primarily considered to be 

physicians and nurses, but other disciplines allied to health, including occupational therapy, are 

subject to particular kinds of disciplinary power related to medicine and are influenced by 

biomedical discourses that act to define what healthcare approach is ‘best’ for society in a 

particular moment in time. Individual members of disciplines are expected to conduct themselves 

in a normalized manner that reflects the truths of the collective discipline. 

Training docile bodies 

Foucault is concerned with what he calls “docile bodies”, “a target of power… [capable of being] 

…manipulated, shaped, trained, which obeys, responds, becomes skilful” (Foucault, 1977a, p. 

136) and where “the analysable body is joined to the manipulable body” (p. 136). To Foucault, 

docile bodies explain how individuals are controlled politically, economically and culturally 

within society at a level below consciousness. Docile bodies are malleable objects from which 

the ideal subject for a specific purpose can be constructed and produced through the application 

of technologies of discipline, such as training mechanisms. They “may be subjected, used, 

transformed and improved” (p. 136) through institutional regulatory practices aiming to produce 

“order and discipline” within society. Power is exercised on individuals through the practices of 

surveillance and regulation at the “level of the mechanism itself – movements, gestures, attitudes, 

rapidity” (p. 137). These practices are generally so subtle that they frequently go unnoticed; 

“meticulous, often minute techniques … a micro-physics of power” (p. 139). The effects, 

however, produce individuals who accept and demonstrate the normalized behaviours expected 

in the institution. OTs are identified as docile bodies in this research. They are subjected to 

surveillance and regulation of practice within the organization in which they work. Their 

professional practices are limited and adapted by techniques of power implemented within the 

DHBs to conform with the clinical governance frameworks embedded within the organisational 

system. Examples of technologies of discipline aimed at producing the correct conduct expected 

of the ideal OT include undergoing a period of student training; participating in practice 

observation and feedback; following timetables, wearing uniforms; and abiding by departmental 

rules. 

Technologies of power 

Foucault’s (1977a) construct of the ‘disciplinary’ society emphasized the part discipline plays as 

one way of maintaining the behaviour of individuals in society. Discipline is not power itself, but 

is made of an assortment of mechanisms, by which power can be exercised via and on people, 
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making them “object(s) of knowledge” (O’Malley, 1996, p. 189). Such ‘technologies of power’27 

are forms of discipline. They include not only surveillance, but many other mundane practices 

that involve people organising their space, time and their everyday activities (Patton, 2014). 

Mechanisms of power can be productive as well as restraining and are exercised in many 

institutions and organisations such as hospitals, prisons, schools and the military. Foucault 

provides examples of technologies of power in Discipline and punish (1977a), that produce 

behaviour change in “docile bodies”, such as the use of timetables, drills, close observation, 

supervision and the use of space (Foucault, 1977a, pp. 135-139). Other examples related to a 

medical setting might, for instance, be the institutional rules and use of hospital bed space, 

rehabilitation timetables and prescribed activities to control what a person ‘did’ in hospital. 

Observation, normalisation, examination 

Foucault describes the importance of ‘observation’, whereby constant surveillance can alter 

behaviour; ‘normalization’, or reform, as in prison programmes aimed at improving the offender’ 

behaviour prior to release from prison; and the ‘examination’, such as an exam at school or an 

assessment of a patient in a hospital, important because they are documented and become part of 

an individual’s record of behaviour. The ‘clinical gaze’ is one specific form of observation 

described by Foucault in The birth of the clinic (1973), and is explained in Appendix A. 

He also gave a specific example of achieving discipline through observation by describing the 

model ‘Panopticon’ (Foucault, 1977c), and argued that it was one way that a society could 

produce “docile bodies” (pp. 135-169). Surveillance is important in my research since there is 

now a normalized practice of auditing at both the DHB level through performance and peer 

reviews, as well as at the OTBNZ through the ePortfolio. OTs in the 21st Century essentially self-

surveille through reflection, goal setting and participation in clinical supervision, and also receive 

‘panoptic’ surveillance through a process where a registered OT may have their ePortfolio 

selected for audit at any time. 

Panopticon 

A Panopticon is a structure that allows one person to observe all residents in an institution without 

them actually knowing whether or not they are being watched. The original concept for the 

Panopticon, shown in Figure 1, was invented in the 18th Century by the English philosopher and 

social reformer Jeremy Bentham (1748-1832), as a way to apply passive power to maintain 

control of the behaviour of a person. 

 
27 There is some confusion in translations of Foucault from the French, where he uses the word “techniques”, which 
is normally translated as the English plural noun “techniques”, but seems often to have been rendered as 
“technologies” to more accurately portray the intent at the time. 
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Figure 1. Plan of Jeremy Bentham's Panopticon prison 1791. Public domain. 

Likewise, Foucault used the term ‘docile bodies’ to describe an object that can be moulded by 

disciplinary force or action, such as being placed in a cell in the Panopticon. In this model, control 

by physical punishment such as flogging, mutilation or even execution was unnecessary, since 

behaviour would be changed by isolation, the feeling of being constantly surveyed, and the threat 

of consequences. This surveillance mechanism proved so powerful that the Presidio Modelo, a 

prison in Cuba consisting of four Panopticon buildings, was designed according to Bentham’s 

concept with no cell doors (Ryle, 1996). Figure 2 shows prisoners at Presidio Modelo assembling 

outside their cells. 
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Figure 2. Prisoners assemble outside their open cells in a Presidio Modelo Panopticon, Isla de 
Pinos, Nueva Gerona, Cuba. Photograph circa 1940s. Orphaned work. 

The Panopticon is an important concept, and one that continues to be used in society today, albeit 

in a much less brutal form, to maintain social order (Foucault, 1977c). In my study, behaviour is 

changed and normalized due to the very fact that OTs know they could be undergoing surveillance 

at any time, both in their workplace and through the OTBNZ. Examples of ‘panopticonism’ are 

still everywhere to be found; for instance, the behind-the-scenes monitoring of equipment supply 

by the Ministry of Health appointed agencies, Enable and Accessable28, who check equipment 

assessors’ online activity for any sign of excessive distribution of equipment, warning clinicians 

not to ‘game’ the system because they will be identified and disciplined. 

Normalisation 

Foucault discusses normalisation in Discipline and Punish: The Birth of the Prison (Foucault, 

1977a). Individuals are subjected to normalising disciplinary techniques designed to induce 

“subordination, docility, ...and... the correct practice of duties...so that they might all be like one 

another” (p. 182). These disciplines are applied to the bodies of individuals to ensure they learn 

and engage in the correct behaviours expected of the institution they inhabit, such as a school or 

a hospital. Foucault (1977a) provides an example of disciplining, including observation of time 

management, acceptable behaviours and following regulations. Through repeated use, the 

practices become normalised into every-day behaviour. Individuals who have taken up alternative 

behaviours and ways of doing things, may be considered deviants, their behaviour and actions in 

28 A private company contracted on behalf of the Ministry of Health “..to administer the funding for the provision of 
environmental support services for those meeting the eligibility criteria and residing in the Auckland locality of the 
Ministry of Health.” Accessable. (2003). Specialised assessor equipment manual. A modified version of the original 
equipment manual for the Auckland and Northland Regions. (p. 1). The company aims to provide “efficient 
management of resources and to deliver effective services to eligible clients” (p. 1). 



59 

need of ‘correction’ through “multiple forms of training” (p. 179), observation and surveillance 

designed to make the individual conform with the expected modes of conduct. 

Examination 

Completing this triad of disciplinary actions on the body is the ‘examination’. For OTs working 

in DHBs, one example of an ‘examination’ is the annual Performance Development Review 

(PDR). This process may include live observation of practice, audit of clinical note-writing, 

discussion of past professional development goals and setting of professional development goals 

for the coming year. The OT usually meets with a manager and/or senior therapist, and the 

documents associated with the process reviewed. If the documents show that the OTs performance 

is at the required standard, the PDR is signed off. If there are practice concerns, then disciplinary 

actions might be offered to remediate any identified gaps in the OTs professional development 

and conduct, such as goal-setting along with additional training, supervision and preceptorship. 

Resisting discipline 

If people do not comply with the disciplining procedures put in place for them to follow, they 

may be subject to various forms of punishment by those wielding power. Foucault states “the 

truth-power relation remains at the heart of all mechanisms of punishment” (Foucault, 1977a, p. 

55) which, he argues, is the crux of getting people to behave in a certain, desired way, based on

what is considered the truth of the moment. Punishment is a way to make power operate more

efficiently. Its application to a body is the consequence of that body behaving in a way that is

contrary to the expected norm. By making studies of French history, Foucault has demonstrated

that over time, punishments for similar, unwanted behaviours in society have changed according

to the requirements of the governing body at specific periods in time. The threat of punishment

appears to be a great modifier of behaviour, usually producing conformity rather than resistance.

In the case of OTs, graded procedural disciplinary steps are clearly stipulated and carried out by 

the OTBNZ, the regulation authority, should a therapist deviate from the normalised conduct 

expected from a registered professional. The consequence of not responding to disciplinary 

requirements may result in the (rare) ultimate punishment of removal of registration to practice 

as an OT. 

Ethical care of the self 

As technologies of the self, care of the self and truth-telling are mechanisms by which discipline 

is enacted by an individual upon themselves, as opposed to external influences. Truth-telling, or 

‘parrhesia’, in a Foucauldian sense, is to tell and know the truth about oneself (Foucault, 2014), 

for example, practices of self-examination such as reflection and confession, may be a part of 

truth-telling. These practices are currently exercised within supervision by OTs as a condition on 

scope of practice (OTBNZ, 2019b). Technologies of the self are important in the self-
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determination or agency of subjects enabling self-transformation of behaviour, ethically caring 

for themselves, caring for others and endowing them with the ability to participate in the ethical 

government of others (Foucault, 1997). The self-determination that is produced by these 

technologies of the self enables individuals to make decisions about what they will do in certain 

situations, giving them freedom to resist if they disagree with preferred behaviours advanced by 

discourse. 

Summary 
In this chapter I have presented the classification structure for the research process in terms of 

epistemology, theoretical perspective and methodology, and each of the sub-branches associated 

with them which are relevant to this study. In particular, I have described the major concepts 

associated with discourses, and how they relate to the Foucauldian ‘triad’ of archaeology, 

genealogy and problematization. I have also paid close attention to ‘discipline’ from Foucault’s 

perspective, as a technology of power that shapes behaviour and practices within organisations 

such as DHBs, and shown some real examples of the disciplinary process which are in use today. 
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Chapter 4  Method 

Do not ask me who I am and do not ask me to remain the same. 
 – Michel Foucault, Introduction to The Archaeology of Knowledge 

Introduction 
In this chapter, I examine the method used to keep true to the application of Foucauldian discourse 

analysis. I describe how I built a discursive archive of documents associated with the historical 

moments I selected to study, including searching for, selecting and sourcing appropriate material. 

I then explore the way I conducted document analysis through the use of a number of different 

table layouts enabling application of both Foucault’s archaeological method and genealogical 

analysis. Finally, I address how I considered and ensured ethics, validity, rigour, trustworthiness 

and reflexivity within this study. 

The discursive archive 
When conducting post structural analysis in the style of Foucault, data gathering should include 

a variety of representative materials sourced from selected periods of time, space and in a variety 

of formats forming a discursive archive (Foucault, 1972; Hook, 2001a; Lynch, 2014).Therefore, 

I searched widely, tracing the history of occupational therapy back to its origins in several 

countries and searching for documents that described the occupational therapy practices that were 

to the forefront at certain periods of time. The purpose of my approach was to ensure I had an 

historical baseline from which to compare current occupational therapy practice in New Zealand. 

The concept of clinical governance is a relatively recent idea, but has origins in world health 

policy stemming back as far as the Second World War (Roosevelt, 1941). Discussions, arguments, 

agreements, legislation attempts and approaches to Western healthcare delivery have taken place 

at various moments in time. Aware that components of clinical governance were practiced as 

separate entities before being connected within a governance framework, I searched widely for 

material that concerned both historical manifestations of individual quality and safety practices 

as well as the more recent concept of clinical governance. I searched both world-wide and then to 

a more local New Zealand setting, looking for documents revealing the introduction and 

application of clinical governance into New Zealand healthcare, as well as allied topics like 

neoliberalism. 

Data gathering has proven to be an emergent process. It was by no means linear and I collected 

material from different time periods, places and content as it surfaced. I organized and stored the 

material as it emerged, for further and closer analysis, using NVivo and Endnote. The material 

arrived in various forms, documents, book chapters, photographs, for instance. Collecting the 

documents was largely intuitive (Farge, 2013). Sometimes I selected a document because I could 
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see there was an immediate connection with occupational therapy and clinical governance. At 

other times, the link was less clear or even absent, but where I felt there should be or expected to 

find something, I kept the document for further scrutiny, as absence (or silence) of discourse is 

also an important signal of subjugated voices, and must be considered too (Foucault, 1978). 

Collection of material also occurred alongside a preliminary analysis of the documents that have 

surfaced from my searches. The analysis, although more of a superficial scan of the material, did, 

in many instances, prompt me to ask new questions and respond by searching for additional 

documents to shed light on the specific problem that had come to light. It has often taken a great 

deal of time to locate documents containing supporting and/or specific information. 

Nonlinear change 

Foucauldian history does not assume there has been a linear, evolutionary progression to history, 

but, rather, as Nietzsche postulates, that history emerges “by chance” (Foucault, 1984c, p. 78; 

McNay, 1994, p. 89). Foucauldian history places emphasis upon the analysis of contingent events 

arising from societal behaviour considered socially problematic at particular moments in time. 

Change occurring over time is unexpected, unintended, haphazard, discontinuous, or with breaks 

and can be contradictory (Gutting, 1989; McNay, 1994). Following Foucault’s lead, I realised 

that I would need to both expect to see and recognize evidence of irregular, overlapping changes 

in practice with no official stopping and starting points, as well as, in some cases, a continuation 

of traces of old practices that still remained in some form. I kept vigilant for signs of practices 

dying away or disappearing and then reappearing at a later time. I found that the selection of 

particular temporal moments provided a way of examining ‘slices’ of time with a view to 

understanding how occupational therapy practices of the present time were produced from 

historical events and problems. 

Time periods: Moments of interest 
 I identify three time periods of interest, detailed in Chapters 5, 6, and 7. The first moment, post-

World War II, became the baseline for ‘a history of the present’; I describe the early governance 

and practices of OTs prior to the advent of clinical governance. The two later time periods, 2003-

05 and 2015-17 respectively, have been selected for analysis due to them being crucial moments 

after the introduction and influence of clinical governance. 

A history of the present 

 In Chapter 5, I conduct the first steps in my plan to complete ‘a history of the present’, replacing 

the traditional literature review. My original plan had been to write a literature review focussing 

on the literature pertaining to clinical governance, which I did, but eventually realised that a 

Foucauldian ‘history of the present’ where I could closely study the practices and subject positions 

of OTs, was more in line with the reason for the study. My alternative to a literature review 



63 

provides insight into why the occupational therapy profession emerged in New Zealand after the 

Second World War. I was able to probe into how the profession was governed and positioned 

within the healthcare system prior to the emergence of clinical governance. This sense of how 

early OTs were governed forms a baseline for comparison with more recent subject position and 

practices. The research also fills what I perceived to be a gap in my knowledge. I am not a native 

New Zealander, only settling in New Zealand in 2004, and so I have not experienced OT practice 

in NZ prior to the advent of clinical governance. I therefore wanted to access historical 

occupational therapy documents as a way of connecting myself to past practices and gain an 

understanding of how more recent occupational therapy practice has held onto, dropped, or added 

to those past practices, in line with Foucault’s non-linear approach to research. Through 

conducting a ‘history of the present’, I was able to investigate how occupational therapy practices 

of the past could reveal a history of occupational therapy practices of the present. 

Two moments for analysis 

In Chapter 6, the first moment of analysis, I considered documents related to the changing 

organisational healthcare service practices influenced by clinical governance affecting 

occupational therapy after the formation of the DHBs in the early 2000s. In Chapter 7, the second 

moment, 2015-17, after study of additional documents, I contemplate how allied health services 

emerging from clinical governance frameworks within DHBs have provided OTs (and similar 

professions) with a clear mandate on how to practice in a DHB setting. 

For both moments of analysis, I place occupational therapy practice in the social, political and 

economic context of the time, drawing from the documents an understanding of how occupational 

therapy practice has been influenced by multiple discourses coming together to produce 

behaviours associated with clinical governance that have been taken up and normalised into 

everyday practice. 

Documents as written texts 
One example of language actively producing knowledge is written texts. Texts act as a conduit 

for the transmission of statements and fragments of language within discourse, producing and 

representing multiple truths and realities. As a post-structuralist researcher, I believe healthcare 

practices to be ‘textually mediated’ (Cheek, 2000, p. 39), whereby texts represent reality while 

concurrently shaping healthcare practice. Therefore, my analysis is primarily through the study 

of multiple texts that have actively shaped healthcare service delivery in New Zealand. 

Sourcing and selecting documents 

Once I had identified the guiding questions and moments to study, I began to think about the 

sources and type of documents I would need to inform, conduct and complete my research. The 

thesis would require literature and documents addressing: 
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• Foucauldian studies 
• Clinical governance 
• Early occupational therapy practice 
• Post-governance occupational therapy practice in the DHBs 
• Relevant historical social, political, economic events in the world and New Zealand 
• Healthcare provision in New Zealand and the UK 

The literature and documents would cluster in particular chapters according to their subject matter 

and purpose, but some texts would also be referenced throughout the thesis to provide 

consistency, reasoning and support to the ideas and thought processes and arguments running 

through the study. 

Throughout this thesis, I identify and analyse discourses articulated in a wide selection of 

documents produced over particular periods of time that have built up an understanding of how 

clinical governance frameworks function. Some of the documents have been used to show how 

utterances and statements within discourse played a part in constructing the emerging, as yet 

unnamed, idea of clinical governance (WHO Working Group, 1989). Other documents provide 

evidence concerning the emergence and naming of “clinical governance” (Department of Health, 

1997) and reveal how the construct became normalised in the UK. More recent documents have 

revealed the take up of key ideas by the New Zealand government who, through policy, 

transferred the responsibility to construct and embed governance frameworks into the emerging 

structures of the DHBs. This work has been essential in my quest to discover and reveal the 

relationship between clinical governance and changing occupational therapy practice. 

The search for documents 

The very premise of using discourse and history to uncover a history of the present voids the 

traditional approach of a narrow literature review that focuses only on research papers. What is 

instead required is a much wider search outside the confines of scientifically derived articles to 

look further afield to non-traditional sources. Therefore, for Chapters 5, 6, 7 and 8, I searched 

widely for a breadth of occupational therapy and governance-related documents so that I could 

construct both past and present occupational therapy subject positions and practices for 

comparison during analysis. My collection included a variety of ‘grey’29 material, such as 

government documents, international policy and historical accounts of practices. 

Clusters of statements 

To be able to uncover and reveal the origins and meaning of particular discourses, I searched for 

documents containing relevant discursive formations. For example, when looking for statements 

concerning the framework of clinical governance applied within the DHB, I found that statements 

originated from a variety of sources, such as individuals, organisations, governments, boards, 

 
29 Materials and research produced by organisations outside traditional academic sources 
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archives, etc. Frequently, I noted, these statements were written in the form of euphemisms, such 

as, ‘for your own safety’ or, ‘to protect the public’ but I intuitively considered them as glimmers 

of discourses concerning safety, accountability and responsibility. Identifying clusters of 

discursive formations in a variety of documents suggested the presence of a prominent discourse, 

signalling the need to engage in further analysis to gain an understanding of what was happening 

and why, in the moment they appeared. 

Document gathering and analysis 
I conducted data gathering and analysis alongside each other, generally working on one period at 

a time. The analysis guided what further texts I would look for and whom, where needed, I should 

consult to access them. As Foucault himself firmly believed in direct personal experience 

(Foucault, 2000a, 2000b), I considered I was at liberty to consult with other people knowledgeable 

in the field who could direct me to additional material. I selected Foucauldian tools that would 

enable me to identify, classify and also analyse the effects of power on discourse, such as shifts, 

disruptions, gaps and lurches associated with the relationships between occupational therapy 

subject positions and clinical governance practices. 

Planning document sources 

I planned to gather documents from a variety of sources. I was already aware of certain documents 

that would be of use, including a Clinical Leaders Association of New Zealand report (Wright et 

al., 2001); In good hands (Brown et al., 2009); the New Zealand Health Strategy and Road Map 

(Minister of Health, 2016a, 2016b); New Zealand Disability Strategy 2016-2026 (Office for 

Disability Issues, 2016) and the Clinical Governance: Guidance for Health and Disability 

Providers (Health Quality & Safety Commission [HQSC], 2017). I also knew there were 

documents from local DHBs that would be valuable for my research. These documents included: 

• Standard operating procedures 
• Policy documents (practice guides) 
• Annual plans 
• Values statements 
• Quality documents 
• Project plans that OTs might be involved in 
• Supervision policy 
• Service structure diagrams - particularly in allied health 
• Leadership and clinician job descriptions 
• Details of continuing professional development opportunities 
• Documents pertaining to roll out of clinical governance in different DHBs and services 
• Research, quality and consumer feedback documents. 

I also knew that the archives of both the OTBNZ and OTNZ-WNA were valuable repositories of 

texts, as they held documents such as historical board meeting minutes, position statements, 

journals and continuing competency requirements for the profession. I was already aware that a 
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large number of documents were available in the public domain, but I suspected that some 

historical and intellectual data held by different authorities would require permission to access 

and then searching by hand for relevant documents. 

Consultants 

I identified and wrote to potential ‘consultants’ who might be able to identify documents I could 

use in my research. ‘Consultants’ were selected people who worked within, or who were leading 

the development of clinical governance frameworks in New Zealand. I purely asked them to 

identify documents for analysis; I did not interview them or think of them as participants. I 

approached consultants to request access to DHB, allied health and occupational therapy 

documents relating to clinical governance and occupational therapy practice and quality policy. 

These included Chief Executive Officers (CEOs) of local DHBs, and the CEOs of both the 

Occupational Therapy Board of New Zealand (OTBNZ) and Occupational Therapy New Zealand 

- Whakaora Ngangahau Aotearoa (OTNZ-WNA). I also contacted Dr. Robin Gauld who is

longitudinally studying clinical governance in New Zealand, and Dr. Robin Youngson, a past

member of the Clinical Leaders Association of New Zealand (CLANZ), for their

recommendations on suitable documents. I also made a request though the OTBNZ website for

documents from the personal collections of OTs who have participated in clinical governance

quality initiatives and have documented their experience. Finally, I contacted local Professional

Leaders of occupational therapy and a Director of Allied Health to request access to relevant

documents that would provide insights to service and practice policy.

Each consultant required a different process in order for me to acquire the documents they held. 

These processes ranged from activating the Official Information Act (OIA); working through the 

DHB educational department and identifying a preceptor to gather the documents on my behalf; 

the permission and discretion of a professional leader; signing a confidentiality agreement to 

access OTBNZ archives; freely being able to check the archives of OTNZ-WNA, with the 

permission of the CEO. Some documents were unreservedly provided from private collections 

without any process required. Requests for information, and approvals, are summarised in 

Appendix C. 

Searches for documents 

I conducted numerous searches over the period of my enrolment in the DHSc. programme when 

aspects of clinical governance came to light that needed further clarification, and as I began to 

identify discourses at play. Multiple searches were essential because the nature of health systems 

is that they constantly identify new problems and try to fix them, generating new understandings 

of how healthcare, clinical governance should be delivered (HQSC, 2013; HQSC, 2017). The 

material arrived in various forms, including documents, book chapters, tables and photographs. 
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On-line resources 

Much of the searching for documents I could do by accessing on-line resources, with Google and 

Google Scholar being the predominant search engines. I used this search strategy since I found 

that Google offered the widest possible reference source of both academic and grey literature, as 

a starting point to gathering and identifying relevant literature that indicated clinical governance 

discourses were occurring. I have used the many words, terms and author names that I identified 

from a broad reading of books and articles, (including the reference lists they contain), initially 

recommended to me by my advisors, workshop presenters and other students in the DHSc. 

programme. The searching essentially snowballed as I identified useful documents and continued 

to follow up their references. The references that surfaced led to a wide variety of documents 

including books, government papers, academic papers and newspaper articles that provided a 

repository of information and knowledge connected with healthcare delivery discourse. 

Scholarly papers 

I also accessed scholarly papers via the AUT library system, usually on either Proquest or Ovid. 

Additionally, weekly summaries of new articles from requested categories were provided by 

subscriptions to Google scholar alert (New Zealand health law; New Zealand health government 

policy; clinical governance), The King’s Fund, GOV.UK (publications: research and analysis, 

Department of Health), NHS England and HIIRC Digest (New Zealand Ministry of Health). I 

reviewed each notification for literature relevant to my thesis, and located promising abstracts 

and full PDFs for new articles via the AUT library ‘articlelinker’ ‘ebscohost’ search engine. 

Some, particularly Foucault-based, required careful reading and rereading before adding to my 

growing body of knowledge and reference list. 

Search terms 

Some examples of key words for searches that I have used include: “clinical governance”; “world 

health organization clinical governance”; “health and social care”; “third healthcare revolution”; 

“systems thinking, systems dynamics healthcare”; “systems thinking, systems dynamics 

healthcare New Zealand”; “healthcare management theory”; “health theory”; “social theory”; 

“high quality care for all”; “the third revolution in health”; “clinical governance and occupational 

therapists”; “quality”; “health systems” and “models of health”. Where individual writers 

produced informative papers about or on topics about clinical governance, I searched specifically 

for other writing they might have published. For instance, searches for clinical governance authors 

include “Som”; “Darzi”, “Travaglia” and “Gauld”. I also searched Auckland City Council Library 

with the following key words: “New Zealand Health System”; “Manuel Castells”; “Robin Gauld”; 

and “Nicholas Garnham”, with primary source publications accessed where available. 
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Search sites 

• The King’s fund: A UK website that holds a variety of health publications available to the
public. I found it a valuable source for articles about clinical governance.

• The World Health Organization (WHO): This website contains both historical and current
WHO publications influencing healthcare delivery around the world. Examples of search
words I keyed into this website were more about healthcare in general: “patient safety”;
“physical activity”; “primary health care”; “health education”; “health policy”; “health
promotion”; “health risks”; “health services”; “health surveys”; “health systems”; “health
workforce”; “hospitals”; “rehabilitation”; “risk assessment”; “risk factors”; “ethics”;
“mental health”;

• The British Medical Journal (BMJ): This website was a source of historical documents
about the introduction of nationalised healthcare and the introduction of clinical
governance to the UK National Health Service. I looked for: “NHS 50th birthday 1998”;
“Clinical governance”

• Government websites were a productive source of documents for legislation,
parliamentary debates and papers advising governments; strategies: In particular, I
searched the government websites of New Zealand (Beehive, Auditor General, Ministry
of Health), UK (NHS England) for documents providing information on healthcare
delivery and clinical governance.

• I searched the Oxford Brookes University on-line archives for texts associated with the
history of Dorset House School of Occupational Therapy and the British College of
Occupational Therapists website for signs of clinical governance practices in their
postings.

• In New Zealand, I searched multiple public DHB websites, including Waitematā DHB,
Auckland DHB, Counties Manukau Health and Wairarapa DHB for annual plans, allied
health service plans, occupational therapy job descriptions and associated texts. I was able
to collect multiple documents signalling the presence of clinical governance through these
searches.

• Sometimes, where documents have not been available on-line, I have needed to conduct a
further search or request a specific item. There have been a few times where the document
is unavailable and so I searched for alternative material.

• Blogs and university sites for leads to suitable documents and books, including:
• Progressive geographies – the blog of Professor Stuart Elden writing about Foucault
• Foucault news – maintained by Dr. Clare O’Farrell, who is an authority on Foucault
• Mary Silcock – a blog by an OT who was studying occupational therapy practices.
• Patter – a blog about academic writing from Professor Pat Thomson.

YouTube video 

I discovered that there is an increasing body of presentation and discussion available online in 

video form: I searched YouTube for relevant clinical governance and health video clips such as 

Manuel Castells and Ted Talks presentations, an example being “What if our healthcare system 

kept us healthy?” (Onie, 2012). I also viewed Graham Gibbs’s talk about Foucauldian discourse 

analysis (Gibbs, 2015), Robin Youngson’s presentation on compassionate care (Youngson, 2012) 

and Robin Gauld’s discussion about clinical governance in New Zealand compared with the UK 

(Davies et al., 2014). 
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Books and journals 

Books that had been recommended from various sources I have either obtained from the Auckland 

Public Library, such as Democratic Governance and Health (Laugesen & Gauld, 2012) or 

purchased for my own library, e.g. Revolving Doors (Gauld, 2009b). I also searched the Book 

Depository and Amazon for books more widely related to my study, example search terms being 

“Foucault”, “discourse analysis”, “clinical governance” and “occupational therapy practice”. 

Early accounts of occupational therapy practice I searched for in out of print textbooks written 

and used by early OTs and students. Where original early texts were not available, I either 

attempted to acquire a later edition, or as a last resort, referred to data from secondary sources 

citing the original author. Finally, I have used my own collection of both the New Zealand Journal 

of Occupational Therapy (NZJOT) and OT Insight, as well as selected editions of the British 

Journal of Occupational Therapy, to search for evidence of particular occupational therapy 

practices within the moments I was studying. 

On-site visits and hand searches 

The Auckland Archives, The Wellington Archives, Occupational Therapy New Zealand - 

Whakaora Ngangahau Aotearoa (OTNZ-WNA) and the OTBNZ held documents in these 

collections that could not be accessed on-line, which necessitated a visit in person and, with 

permission, the photographing of the documents of interest. Most of the documents from OTNZ-

WNA have been collated in the National Archives by four OTs who formed the Legacy of 

Occupation Research Group. This material is the source for Legacy of Occupation (Gordon et al., 

2009), about the first OTs trained and registered to practice in New Zealand, including 

individuals’ first-hand historical accounts of practicing as OTs, and accounts of writing the 

original legislation for the Occupational Therapy Act 1950. The accounts provide an 

understanding of how occupational therapy emerged in New Zealand after the Second World War, 

how the profession was governed, and the practices OTs engaged in at the time. The material 

additionally contains historical minutes of OTBNZ meetings, position statements, journals, 

continuing competency requirements for the profession, reviews of the profession and education 

reports and annual plans for local DHBs from the early 2000s. 

Selecting DHBs and contacting consultants 

As I needed to place limits upon my research, I selected three DHBs from which to identify 

consultants who could recommend or provide documents for my research. Being large 

metropolitan DHBs, I considered them to be leaders in innovation and so believed them to be 

good indicators of how far clinical governance discourse had infiltrated DHBs. The first DHB 

responded very cautiously. I was not allowed to visit the DHB nor could I personally [remotely] 

search limited areas of the DHB database for relevant documents or even sit beside an employee 

while they searched for documents. It was only through indirectly activating the Freedom of 

Information Act, that I was able to access a very limited selection of archived and current 



70 

documents related to the DHB’s allied health and occupational therapy service. These documents 

included standard operating procedures (occupational therapy), policy documents (essentially 

practice guides), supervision policy, two examples of the Allied Health Clinical Governance 

Group minutes, and professional development/course application procedure documents. I was 

unable to access any documents pertaining to ‘quality’, or project plans that OTs might be 

involved in, nor any service structure diagrams (particularly in allied health, leadership and 

clinician job descriptions), research, quality or consumer feedback documents. I specifically 

asked for an Allied Health Quality Plan and was informed that one was in development (refused 

access) and that there had not been a previous document of this kind for allied health in this DHB. 

By contrast, the second DHB I approached was more accommodating. The CEO referred me to 

the Research Office where I was advised of the process that would enable me to access documents 

related to occupational therapy practices. The office was very helpful, as was the Occupational 

Therapy Professional Leader at the time. She became the contact person and supplied me with a 

wide breath of documents, and also arranged for me to attend a meeting of senior OTs from across 

the DHB to ask them in person for access to or recommendations about documents. The 

documents supplied included the Allied Health Directorate Strategic Plan, 2017; credentialing in 

occupational therapy; the Audit Tool for documenting occupational therapy; minutes of the 

clinical governance group; the desk file for professional leaders, and induction and orientation 

processes for new or redeployed OTs. I was also able to publicly access various quality 

improvement documents, including a strategic plan. 

The third DHB provided documents that were not labelled ‘clinical governance’, but spoke of 

‘professional governance’ of OTs. However, the descriptions were clearly inspired by clinical 

governance, focussing on ideas such as quality and leadership. 

Other consultants I contacted, namely, the CEOs of the OTBNZ and OTNZ-WNA and Professor 

Robin Gauld and Dr. Robin Youngson respectively provided me with access to meeting minutes, 

archives, gave encouragement and sent documents detailing clinical governance and 

compassionate care. After a call for documents via OTBNZ, I also received material from six 

individuals. Some were job descriptions, another was a clinical governance document published 

by the New Zealand Health and Safety Commission. Others referenced private practice and so, 

although they were interesting, I could not use them. 

Table 2 below provides a summary of my document sources for the chapters which deal with 

History of occupational therapy, Moment 1 and Moment 2. While sources for Moments 1 and 2 

were the same, the ‘History of the present’ chapter also required documents only available from 

historical collections. 
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Table 2. Sources of documents 

Chapter 5 

History of the present 

Chapter 6/7 

First analysis moment 

Chapter 8 

Second analysis moment 

National Archives 

Association newsletters 

NZBOT Minutes 

Parliamentary debates 

NZ Legislation 

Text books 

Legacy group book 

DHBs 

OTBNZ minutes 

OTNZ-WNA minutes 

OT Insight 

NZJOT 

MoH 

Legislation 

Advisory groups 

Text books 

Consultants 

Private collections 

DHBs 

OTBNZ minutes 

OTNZ-WNA minutes 

OT Insight 

NZJOT 

MoH 

Legislation 

Advisory groups 

Text books 

Consultants 

Private collections 

Archaeological method 
There are a number of methods in Foucauldian discourse analysis that can be used to examine the 

discourses running through the texts (Willig, 2015). As an overarching model, I applied Kendall 

and Wickham’s (1999) ‘seven steps’ to using Foucauldian discourse analysis, that they say are 

essential for “in action archaeological research” (p. 26). For my research, the steps have provided 

a way to apply selected tools associated with Foucault’s Archaeology of knowledge (1972). By 

following Kendall and Wickham, I was able to conduct an analysis of documents that were either 

from or referenced the “institutional sites from which particular discourse is applied” (Foucault, 

1972, p. 56). 

The ‘seven steps’ provided a way of revealing the discursive relationships circulating within the 

institution, enabling me to identify, name and describe specific objects and subjects (occupational 

therapy and OTs respectively) located in the non-discursive domains of New Zealand healthcare 

institutions30. The subjects perform the everyday practices associated with the effective 

functioning of the institutions using particular objects connected to their profession. I followed 

Kendall and Wickham, interpreting the steps to improve my understanding, in a way that I could 

easily apply to my specific analyses across my two Moments, and help with 

comparing/contrasting the pre-2000s time period: the genealogical ‘history of the present’ 

(Chapter 5). My interpretation of each of the steps, using some examples from this history of the 

present is: 

 
30 Non-discursive domains include: “institutions, political events, economic practices and processes” Foucault, M. 
(1972). The archaeology of knowledge (A. Sheridan Smith, Trans.). Routledge. (p. 179-180) 
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1. A way to understand the relationship between what is said and/or written (located in 
documents, for instance) and what is visible (for example, hospital buildings, equipment). 
The analysis of written documents and texts revealed statements that described what OTs 
are expected to know and what they should do. Examples of the documents I used were 
professional text books and training manuals, hospital and departmental rules and 
regulations, processes and guidelines. When I placed the content of the texts in context 
alongside descriptions of the physical environment of the institution and the material 
objects used by the practitioners, such as the occupational therapy department, wards and 
equipment, my understanding of how OTs are constructed and what they do in these 
settings became clearer. 

2. Understanding how the institution is ordered. Again, taking the hospital and occupational 
therapy as an example, I was able to identify the hierarchies and relations that govern the 
positioning of OTs within the organization. For instance, I noticed that external hierarchies 
were at play, (see Chapter 5) in early New Zealand health organisations. Occupational 
therapists at that time reported to the Director of Nursing for New Zealand (Rodgers, 
1998), who assigned them to hospitals, rather than the clinician choosing where they 
worked. In hospitals, professional and support worker hierarchies intermingled and 
formed a complex web of relationships both vertically and horizontally (e.g. doctors, 
nurses, assorted support staff), both throughout the hospital and within services (e.g. OTs, 
craft instructors, technicians, volunteers). 

3. Study of the documents constructing the procedures, guidelines, protocols, etc. for the 
institution gave insight into prominent discourse that, in turn, acted to construct what was 
considered ‘the true knowledge’ for that moment. These documents revealed the visible, 
repeatable, every day behaviours and actions of people, including OTs, occupying the 
hospital space, showing the extent and limitation of their practices. 

4. Analysis of the emergence and production of named subjects and their associated 
subjectivities and subject positions enabled me to identify the subject positions of OTs 
(subjects) at different moments in time. For instance, I now understand OTs to have held 
subject positions at different moments that produced in them behaviours that labelled them 
as “problem-solvers” (Gordon et al., 2009), “individual-centred” (Gordon et al., 2009, p. 
49; Walden, 1941) “patient-centred” (Willard & Spackman, 1963, p. 8) and “persuasive” 
to obtain co-operation from both staff and patients (Maling, 1944; Skilton, 1981). 

5. I was able to identify the domain of occupational therapy in a healthcare institution at a 
particular moment through following Foucault’s description of “Surfaces of emergence” 
(Foucault, 1972, p. 45). 

6. Similarly, “Authorities of delimitation” (p. 46) enabled me to identify the bodies holding 
power to set the extent and limits (the scope) of the profession. 

7. I used Foucault’s “Grids (or forms) of specification” (p. 46) to ascertain how occupational 
therapy was constructed as a profession that provided re-enablement through occupation. 

Data analysis: Interpretive grids 

Like many researchers, I found application of Foucault’s tools challenging, so I sought some 

examples of ways to conduct data analysis. I found Carabine (2001) to be particularly useful, 

who, in a worked Foucauldian example, provided a general guide for genealogical analysis, and 

a list of helpful suggestions, which I was able to distill: 
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• Select your topic
• Know your data
• Identify themes
• Look for inter-relationships between discourses
• Identify discursive strategies and techniques
• Look for absences, silences, resistances and counter-discourses
• Identify the effects of discourse
• Provide context; both background and power/knowledge networks within the period
• Be aware of limitations of research, data and sources.

Individual document analysis 

I modelled my ‘individual document analysis table’ on Carabine’s analysis advice, her worked 

example, and further reading of Foucauldian literature describing, defining and applying both 

archaeological and genealogical tools (Arribas-Ayllon & Walkerdine, 2008; Foucault, 1972; 

Kendall & Wickham, 1999; Powers, 2001; Stevenson, 2014). From these sources, I created the 

following table (Table 3) to guide me through the analysis of each document, making this the 

most fundamental step, the ‘base’ document, in the archaeological method. 

By this time, I had collated the documents into the Moments I had selected to study, plus the pre-

2000s contribution to the history of the present, so I tended to work on several documents at once 

from the same time period. I read each document several times and notated important statements 

and words in the text, then went through each document again, transferring my thoughts into the 

form, using the headings to guide my thinking. Being a visual thinker, I needed visual 

representations and tabulations of the relationships between documents at different times, and I 

developed and modified several templates and tables along the way to record the data. 

The following page shows the base document: my individual document analysis table. 
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Table 3. Developed base to aid with individual analysis of documents, after Carabine (2001) 

Individual Document Analysis Table 

Document name: 

Context: Background to issue: 

Conditions of existence: (historical contexts – political, social, economic, world, NZ) 
Contextualise the material in the power/knowledge networks of the period 

Corpus of Statements: (constructs the discursive object – essentially relevant quotes) 

Governance: (structures & processes employed to manage OTs conduct at professional & DHB 
employee level) 

Authorities of limitation: (who by? e.g. OT Board; other bureaucratic positions) 

Discourses at play and surfaces of emergence: (sites where certain discourses operate) 
Medical: Professional: Neoliberal: Managerial: Economic: Political: Social: Welfarism: Clinical 
governance  

Discourse: themes, categories, objects and inter-relations: 

Foucault’s notion of Power: 

Technologies of self / techniques of power and discursive strategies that are employed: 

Absences and silences: 

Resistances and counter discourses: 

Effects of discourse (behaviour – what is being governed? e.g. financial; professionalism) 

Subject positions and subjectivities: (Discursive subject positions of OTs) 

Limitations: 

Additional notes: 

Analysis of similar documents across moments 

Next, I created a sheet that would help me organise my analysis, structured so that I could compare 

similar documents from different sources. The process generated a large number of completed 

tables, so I have shown a single example in Table 4 on the next two pages. These particular charts 

I used to analyse DHB values and mission statements texts, looking for repeating statements that 

produced dominant discourses favouring preferred knowledge that informed individuals how to 

behave. I then considered what subjectivities the preferred behaviours circulated by the discourses 

might produce. 

The next step was to think about the ramifications for OTs as subjects and what subject positions 

they would be expected to hold. Finally, by comparison of one Moment with another, I identified 

a shift in practice from dominantly professional governance in Moment 1 to marked DHB 

governance in Moment 2, whereby core practices are emphasised rather than a broad traditional 

occupational therapy scope of practice that was still evident in Moment 1. 
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Table 4. One example analysis of similar DHB documents across the two Moments. 

Documents: DHB Values and mission statements (from District annual plans) 

DHB 2003 - 05 2015 - 17 
Auckland  ‘Healthy communities, quality healthcare’ 

(Auckland DHB, 2003a, p. 1) 

Integrity: Open, honest, direct 
Collegiality: Value people and staff – 
diversity; teamwork 
Humanity: Compassion; take risks, 
courage in roles – to achieve vision 
Innovation: Better ways of achieving 
outcomes 
Research and development: Information 
for decisions / actions 
Excellence: Quality service delivery 
Access: Engagement of others 
Fun: Positive stimulating environment 

‘Healthy communities. World-class healthcare. 
Achieved together’ 
 (Auckland DHB, 2015, p. 10) 

Welcome: We welcome you as a person 
Respect: We respect nurture and care for each 
other 
Together: We are a high performing team – 
colleagues, patients, families 
Aim High: We aspire to excellence and the 
safest care  

Counties 
Manukau 

‘To work in partnership with our 
communities to improve the health status 
of all, with particular emphasis on Māori 
and Pacific peoples and other communities 
with health disparities’ 
 (Counties Manukau DHB, 2005, p. 1) 

Care and respect: dignity, value cultural 
differences 
Teamwork: working together; valuing 
others skills/contributions 
Professionalism: Integrity; ethics 
Innovation: Seeking new ideas / solutions 
Responsibility: Developing capabilities / 
results, accountability for collective and 
individual actions 
Partnership: Collaboration across health 
sectors for population health and 
independence 

‘Healthy together’ 
(Counties Manukau Health, 2015a, p. 7) 

Valuing everyone: Make everyone feel 
welcome and valued 
Kind: Care for other peoples’ wellbeing 
Together: Include everyone as part of the 
team 
Excellent: Safe, professional, always 
improving 

Waitematā ‘To make a healthy difference’ 
 (Waitematā DHB, 2003b, p. 4) 

Openness: transparency 
Respect: dignity 
Integrity: truthful 
Customer focus: serve customers well 
Compassion: thoughtful – protect mana / 
self-esteem / dignity  

‘Best care for everyone’ 
 (Waitematā DHB, 2016a, p. 8) 

Everyone matters: patient, family, staff 
With compassion: work is vocation rather 
than job; caring approach – aware of and desire 
to relieve suffering; promote wellness 
Better, best, brilliant: continuous 
improvement, national leader in healthcare 
delivery 
Connected: with community, in organisation 
across teams and disciplines, seamless and 
integrated care, best possible outcomes 

‘Our values shape our behaviour and how 
we measure and continue to improve.’ (p. 8) 
(Separate document and web page that 
addresses behaviour associated with values 
(Waitematā DHB, 2021)) 
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Example analysis of similar DHB documents across the two Moments (Table 4 contd.). 

DHB 2003 - 05 2015 - 17 
Subjectivity: 
Summary of 
the 3 DHBs 
– similar 
themes 

Culturally safe practice: Inclusive, 
embrace diversity, culture 
Teamwork: Valuing others, collaboration 
across organisation / sectors / community 
Compassion and care: Protect dignity 
and mana, respect, self-esteem 
Courageous: Take risks and ‘do’ to 
achieve vision 
Quality and Innovation: Problem solve, 
generate new ideas aim for better 
outcomes; provide quality service 
Accountable: Be accountable for 
collective and individual actions 
Fun: Enjoy work 
Professional: Be open and honest, 
demonstrate integrity, be ethical, 
knowledgeable – and well informed 
Addresses some general behavioural traits 
wanted by the organisation, particularly 
around being an ‘individual practitioner’ - 
still able to take risks and problem solve, 
rather than conforming to standardised 
interventions. However, must be 
accountable for actions. Silent on 
financial prudency, but might be included 
under accountability. Would need to dig 
down for more detail. Not emphasising 
client-centred practice, but clear on 
addressing diversity. Practitioners can still 
enjoy work and their professional conduct 
is acknowledged as being part of what 
they should do. 

Person-centred care, indirectly embracing 
diversity: Every individual is a ‘person’, 
welcome and valued 
Compassionate care: Caring, kind, relieve 
suffering, respect 
Teamwork: Seamless, integrated care 
Quality and innovation: Continuous 
improvement, best possible outcomes, 
Safe practice: Excellence, professionalism 
 
Gone quiet on accountability except that 
ADHB refers to ‘we’ 
Also silent on financial prudence 
Need to probe deeper to micro level as this is 
the macro level and addresses the main points 
that the DHBs want to advertise to the world – 
caring, trusted, high quality integrated, safe 
service. It does not go into what the staff have 
to do and experience to achieve these 
subjectivities. 
Professionalism becomes part of excellence 
and safe practice, which could be construed as 
pushing it to the background while the idea of 
‘safety’ becomes paramount 
Feels more process driven, humanistic words 
and actions are still present but over-shadowed 
by more of an emphasis on quality and safety 
practices. 
No mention of having fun at work, but, 
rather, in Waitemata DHB’s case, more about 
relieving suffering and the job being a 
‘vocation’ – almost a religious approach and 
perhaps harking back to past centuries when 
healthcare was provided by religious charities. 

What does 
this mean 
for OTs? 

During this moment, an OT is a subject 
who has the freedom to behave 
compassionately from the heart and 
also has the capacity to customise 
interventions so that they are most 
suitable for individual patients / 
families. This practitioner is governed 
primarily by the OT scope of practice, 
which is broad, and enables multiple 
solutions / outcomes for individual 
situations. 
The DHB does govern the practitioner, 
seeking accountability, but there is scope 
to make professional decisions and engage 
in novel problem-solving that provides 
effective outcomes for the patient. 
Practitioners are also able to enjoy their 
work. 
• Professional 
• Caring and compassionate (from 

the heart) 
• Problem solver 
• Innovative 
• Team player 
• Culturally aware 
• Accountable 
• Enjoy work 

During this moment, an OT is a subject 
who is expected to follow certain rules and 
procedures laid down by the DHB. 
Professional governance is still present, but 
DHB governance has become more 
prominent, with professional governance 
essentially placed in a supporting role. 
 
 
Compassionate care is delivered in a particular 
way, as are the interventions provided by the 
practitioner. Practitioners are limited by 
service guidelines, funding, and identification 
of core practices. They must participate in the 
provision of quality interventions, safe 
practice and effective outcomes at all times. 
No time to have fun! 
 
Person-centred; including recognition of 
diversity 
Compassionate care (being compassionate in 
a certain way) 
Team player focussing on integrated care 
Focus on and participation in continuous 
quality and innovation initiatives 
Safe practice through professionalism and 
excellence 
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Analysis of governance across time periods 

After taking up advice from my supervisors, I developed another table template that I used on 

many occasions for comparison of documents across the time periods in order to make visible 

change in governance. Table 5 shows this template which enables the application of Foucauldian 

methodology to my analysis of how OTs were governed across the two Moments and pre-2000. 

The completed table is too large to reproduce, as it contains many document references. 

Table 5. Foucauldian template for governance comparison across Moments and pre-2000s 

Governance of occupational therapists 
Analysis table looking across time periods and multiple documents 

 ––––––––– Time frames ––––––––– 
Foucauldian toolbox History 

(pre-2000) 
First moment 
(2003-05)  

Second moment 
(2015-17) 

Conditions of existence    
Historical contexts: Political; 

social; economic; world; NZ 
   

Authorities of delimitation    
Examples of governance 

documents employed to manage 
OTs’ conduct at a professional 
and DHB employee level.  

   

Discourse and discursive 
formations 

   

Surfaces of emergence; 
The sites and bodies where certain 

discourses operate 

   

Discourses at play (medical; 
managerial; professional, etc.) 

   

Evidence of formation of 
subjectivities and subject 
positions of OTs (glimpses of 
discourse) 

   

Grids of specification: The 
products of dominant discourses 
– (preferred knowledge/truths) 

   

Power     
How is power dispersed across the 

organisation impacting OT? 
Who holds it? 

   

Techniques of power     
Application of discipline and all its 

relevant techniques, punishment, 
technologies of self 

   

What is being governed? 
(Behaviour; practices) 

   

Reflections on findings    

Discursive formation of occupational therapy subject positions 

Stevenson’s (2014, p. 55) table examines the formation of subject positions in her thesis. I adapted 

this as Table 6 to help with exploring the production of objects, subjects, subjectivities, practices 

and technologies of power relevant to occupational therapy and OTs in these time periods. 
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Table 6. ‘Helper’ table of discursive construction of OTs. After Stevenson. 

Discursive construction of occupational therapists at selected moments 
(some examples) 

 OT pre 2000 OT 2003-05 OT 2015-17 
What is the object 
being constructed 
through 
discourse? 
How? Why? 

OT professional 
Legislation 
Social welfare thinking 
Post-war reablement; 
improved quality of 
life; return to 
community 

OT professional within 
DHB service employed 
by localised AH team 
Legislation 
Recession 1973-1975 
Neoliberal thinking 
Quality and safety 
concerns due to 
malpractice 
Cost and efficiency of 
healthcare delivery, 
competence, 
responsibility and 
accountability 

OT professional in AH 
service placed within 
organisational service & 
also required to have 
second job of DHB 
quality, safety assurance. 
Legislation and directive 
from government 
Economic crash 2008 
Continued neoliberal 
thinking 
Cost and efficiency of 
healthcare delivery; 
competence, 
responsibility and 
accountability 

What are the 
names of the 
subjects being 
produced through 
discourse?  

Occupational therapy 
clinician, senior, Head 
OT 

OT clinician 
OT supervisor 
OT professional advisor 
AH team leader 
Attached to a particular 
service, e.g. older adults. 
Managers set the service 
policy/ plans. 

Director of Allied Health 
AH Operations managers 
Professional leaders 
AH team leader 
Clinical service leaders 
Senior clinicians 
Clinicians: sent out to 
MDTs 

Subjectivities Professional 
Reports to Head OT; 
carries out practice as 
taught in training, 
which is regulated by 
OT board; new grad 
oversight by OT from 
the board; needs to be 
registered by the board 
after a period of 
successful training. 
Referrals via physician 
– report back to 
physician on patient 
progress in OT. 
Belief that occupation 
is essential to health 
Misunderstood by 
colleagues 
‘Right type’ 
Empathy 
OT decided on 
treatment for patients 
and persuaded them to 
participate. 

Professional 
Concept of allied health 
teams introduced into 
DHBs. Reports to 
generic team leader. 
Early take up of AH 
Service in some DHBs 
with DAH and PLs, yet 
in other DHBs AH 
clinicians including OTs, 
were part of a specific 
service such as older 
adults, with professional 
advisors attached to the 
separate services. 
Informal recognition of 
specialty areas, such as 
stroke rehab; enabling 
clinicians to apply for 
courses relative to their 
specialty (no protected 
budget for professional 
development). 
Patient centred and need 
to document patient 
goals introduced – OT 
works with patient to 
achieve goals. Focus on 
Duty of care; Need vs 
desirability 

Professional 
Still named as OTs but 
blurring of roles and 
drive towards IDT 
approach where patient is 
centre of care and 
essentially part of team. 
Further development of 
AH service and meshing 
of roles. Some positions 
generic, Senior Allied 
Health Professional 
(SAHP) with protected 
time to engage in project 
work, supervision, etc. 
 
Additional identity and 
allegiance with DHB: 
values and mission – 
specific training 
Core skills 
Patient centred – patient 
goals – OT walks 
alongside and provides 
education and 
information 



79 

Examples of discursive construction of OTs (Table 6 contd.). 

OT pre 2000 OT 2003-05 OT 2015-17 
Practices that the 
subject engages in 

Clinical duties are 
priority 
Patient focused 
Associated with teams 
Works in OT department 
/ on wards 
Problem-solving and 
holistic practices 
Persuasive 
Agent of state 
Conducts self in a 
‘ladylike’ (white, 
female, middle class 
world view) manner 

Clinical duties priority. 
However, more focus on 
competence, particularly 
with introduction of the 
Health Practitioners 
Competence Assurance 
Act 2003 and 
restructured OTBNZ, 
focusing on competence 
and regulation. 
PDR process in place 
but intermittent in 
practice. 
Flat structure: clinicians, 
supervisor, TL, indirect 
relationship with PL 
Working within 
requirements of Treaty 
required – training in 
cultural awareness 
Opportunities to develop 
practice guidelines for 
use by OTs. Reflective 
practice. Participation in 
supervision 

Clinical duties 
and Quality role = 2 jobs 
Patient experience 
Seamless journey 
Discharge planning 
starts at admission 
Value 
Prudent decision making 
– re supply of equipment
and safe to discharge
Participation in quality
and safety initiatives;
demonstration of
accountability,
responsibility,
competence, financial
prudency and
professional
development activities

Technologies of power 
applied to produce / 
change behaviour 

Sees patients only 
through referrals from 
physician (sometimes 
enacted as a ‘blanket’ 
referral) 
Dress and conduct code 
Matron’s rules re seeing 
patients on the ward 
Responsible for keeping 
inventory of equipment 
and materials current 
Clear limitation of role 
to use of craftwork in 
the rehabilitation of 
patients 
Apprenticeship-type 
training 
Extension of physicians’ 
gaze and in effect, 
power. 
Scope of practice first 
developed in 1990, but 
no bodies or 
mechanisms enforcing 
adherence. 
OT clinicians essentially 
managed themselves – 
high trust that they were 
carrying out their role 
competently 

Patients referred by 
physician, also blanket 
referrals and self-
referrals from the 
community. 
TL is immediate 
manager – part of a 
particular service. Some 
practice policies 
published, such as 
wheelchairs, splinting, 
OT prioritising in 
AT&R. 
Expected to conduct self 
per professional scope 
and competencies. APC 
needed third party 
signoff and confirmation 
by supervisor. TL 
checked annually the 
APC current. 
Clinicians made 
decisions re: annual 
leave requests and 
professional 
development needs in 
OT meetings and then 
referred on to TL for 
sign off. 
Few internal DHB 
mechanisms to ensure 
quality and competence. 
High trust that clinician 
was performing role 
competently. 

Monitoring, surveying, 
auditing 
Peer review, PDRs, 
PIPs, courses and 
conferences procedure; 
documenting policy; 
standard operating 
procedures – OT; 
documents capturing 
DHB expectations of 
conduct of OTs. 
Surveillance of self and 
others. Reflective 
practice. Participation in 
supervision 
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Moving on from tables to mind maps and power point diagrams 

The tables were a useful precursory exercise in the actual application of some of Foucault’s 

concepts and provided the structure I needed to commence the analytical process. To make 

connections and understand the effects of discourse, I also constructed mind maps hand drawn on 

paper and in PowerPoint, and I became very familiar with the detail in the texts, in preparation 

for further inquiry, analysis and interpretation that would be written into draft chapters. 

 
Figure 3. Early formative mind map. Author’s work. 

 
Figure 4. Thinking visually using Powerpoint. Author’s work. Some additional examples of my 
‘Powerpoint thinking’ are shown in Appendix D. 

DHB OT

OT: A health profession Clinical Governance: A framework
Excellence
Transparency 
Responsibility 
Accountability
Continuous improvement

Biomedicine: Application of theory 
from biology and physiology to clinical 
practice by medical practitioners

Occupation
Understanding Practice frameworks
Spirit
Emotion
Psychological
Social
Environment
Individualism
Holistic
Family
Reasoning
Reflection
Problem solving
Intuition
Specific OT practices

Institutional
OT Process
Professional competence
Management
Risk  management
Safety
Client-centered
Inequalities
Cultural

Physical
EBP
Evaluation / Assessment
Intervention
Outcomes
Biomechanical
Rehabilitative
Neurofunctional
Dynamic systems
Cognitive behavioural
Sensory integration
Recovery
Ecology of human performance
ICF

Disease
Body part
Cure

Standardisation
Processes
Procedures
Pathways
Peer review
Prediction
Outcomes 
Repeatability
Observation
Experimentation
Classification
Behaviour

Fiscal prudency
Quality assurance
Populations
Individual responsibility
Client experience
Leadership
Management
Integrated governance
Audit; effectiveness
R&D; Risk; Ed& training; openness; 
IS; teamwork; communication;
ownership

Comforting knowing boundariesFrustrating having boundaries

Conflicts
Choices
Surveillance
Panopticonism
Conform / resist
Practices
Discipline
Information gathering

Patients are unique with 
individualised problems, 
requiring a  bespoke response 
and outcome; multiple options  
/ solutions

Patients are part of a population and 
their treatment can be standardised –
one size fits all; for efficiency, value. 
Limited options / solutions

Ideology
Neoliberalism

Ideology:
Welfarism

Managerialism
Systems: culture shift

Advocacy

Leaderism

What 
constitutes 

the real 
OT?

Moment 1

Diminishing strength

Privatisation
Responsibility
Deregulation

Ideology
Natural 

Sciences 

Ideology:
Romanticism;
Pragmatism;
Humanism;

Occupational 
Science

The natural world
Self-understanding

Individualism
Practical application of 

ideas
Problem-solving

Agency of human beings
Occupation for health

Biology 
Chemistry

Physics

Ideology:
Social 

sciences

Study of individuals 
and society
Economics
Psychology
Sociology

Healthcare provision and  delivery

Ideology: system of ideas and ideals – particularly political and economic theory and 
policystudy of origin and nature of ideas

Do Do

Do
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Archaeological inquiry 

The use of archaeological inquiry enabled me to build structure into my research because it served 

as a defined process with which to study my collection of documents from different moments. 

The inquiry process provided a means to identify and describe the discourses within the texts and 

keep them ordered according to time and space. The process revealed relationships between 

discourses by uncovering clashes, overlaps, extinction and replacement of discourse in my 

research. As such, archaeological inquiry became a crucial tool that enabled me to map out and 

reveal the discrete and interconnecting structures present within the web-like grids of the 

discourses identified amongst the texts. This is what Table 6 (earlier) aims to do: create a 

categorical framework for the products of various discourses in each moment. 

Genealogical analysis 

While I was able to organise my study through application of the rules and principles described 

in his notion of archaeology, so that particular discursive formations and their relationships were 

becoming more evident to me, I also used a number of Foucault’s analytical notions of 

‘genealogy’ to investigate how the effects of power/knowledge discourse circulating within 

institutions produced behaviour change (Hardy, 2010) in people’s daily practices through the 

uptake and normalisation of perceived ‘truths’. 

Foucault’s four principles of ‘reversal’, ‘discontinuity’, ‘specificity’ and ‘exteriority’ (Foucault, 

1981, p. 67), helped me recognise discourse more clearly as construction of events that produced 

material practices driven by the interests and actions of related bodies. I also began to understand 

the importance of looking for and mapping any discontinuity of discourse that reflected its 

contingent nature, where ‘chance’ is a factor in the production of events. Finally, I realised that 

the boundaries of discourse, setting the ‘conditions of possibility’ should be sought on the surface 

of discourse rather than searching for deeper significance (Hook, 2005). In practice, for my study, 

this meant that I would not be looking for one, continuous deeply embedded discourse to explain 

the course of occupational therapy practice. Instead, I would be looking for multiple discourses 

that were in series, itinerant and discontinuous. Furthermore, these practices would be those 

emerging from discourse that conveyed the preferred truths at a particular moment about how to 

practice occupational therapy. For this reason, I considered separate moments in time where there 

appeared to be disruption and shift in occupational therapy practices, for further analysis. By 

focussing on the surface of discourse, Foucault actually means that researchers should be looking 

at what it does; what discourse makes possible and, conversely, what it shuts down. Close analysis 

of multiple texts, gathered from a wide variety of sources representative of this study’s chosen 

time periods, assisted me in building a picture of what, for example, clinical governance 

discourses were ‘doing’ to occupational therapy practice and how OTs themselves responded to 

the discourses. 



82 

I recognised discourses by looking for the inclusion of certain words and phrases present in the 

documents. On occasion, I was able to identify sentences and paragraphs, but as most of the 

documents were not originally written to expose occupational therapy and clinical governance 

practices, these longer passages were rare. I therefore had to draw on hints at, and glimmers of 

discourse alluding to occupational therapy and clinical governance practices scattered throughout 

the texts. I then selectively applied Foucault’s genealogical tools to understand how the 

mechanisms of power and knowledge, and the technologies of discipline and punishment were in 

play during each moment, producing change in societal, institutional and individual conduct. 

Examples of Foucault’s tools I applied include ‘governmentality’, ‘biopower’ and ‘care of the 

self’, along with associated technologies of discipline, in an attempt to offer up an explanation of 

the effects that ‘truths’ of the moment had on occupational therapy practice. The tools were 

described in detail in Chapter 2 and Chapter 3. 

Problematization 

As discussed in Chapter 3, although problematization is central to Foucault’s later work on ethics 

and the subject’s ‘care of the self’ practices, it is also present in his earlier work (Koopman, 2014). 

Using this notion, I identified the issues that were problematic in healthcare delivery after the 

Second World War, considering the conditions for the emergence of occupational therapy as a 

profession. Healthcare delivery became problematized in more contemporary periods when 

concerns about cost, competence, safety and quality arose. The concept of an integrated clinical 

governance framework was constructed as one solution to resolving these problems. The effects 

of the problematization of health care delivery at particular moments are considered in this study 

with regard to the changing subjectivities, conduct and practices of OTs. 

Considerations 

Challenge 

What has been challenging is to reveal what practices are as a result of clinical governance and 

what are not. When placed within the social, political and economic contexts of time periods, so 

many other considerations come into play, including being subjected to professional governance 

and regulation, overseen by the OTBNZ. In many instances, the discourses merge and the waters 

become muddy. However, I have tried to identify, track and prioritise discourses associated with 

the clinical governance expectations of quality and safe service provision within the remit of value 

for money, accountability and responsibility. I specifically looked for discourses carrying these 

notions through to the practices of OTs in the space of the DHBs. 

Ethics 

I confirmed through consultation with an AUT Ethics Committee Advisor that an ethics approval 

was not required for this proposal as the data were sourced purely from documents. Many of the 
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documents I gathered were publicly available, including government and DHB policy and 

legislation and I did not require permission to access them. Other documents from DHBs, the 

OTBNZ, and OTNZ were provided after I followed different processes associated with each 

organisation. These included requesting an Official Information Act response, engaging with a 

DHB’s Education department and identifying a DHB representative to collect and send 

documents to me and signing a letter of confidentiality for a further organisation. 

The Treaty of Waitangi is clearly inserted into New Zealand clinical governance documents as 

well as into New Zealand occupational therapy practice. Throughout the proposal, I maintained 

an awareness of the Treaty of Waitangi by reading literature concerning cultural practices, health 

and history from respected authors such as Sir Mason Durie (1998, 2001), Dianne Wepa (2005) 

and Michael King (2003), in order to ensure that my writing was appropriately informed, 

constructed and conformed with bicultural standards of competence and safety. 

Validation 

It can be argued that Foucault’s method is not based on the scientific method, therefore it is not 

necessarily generalizable and the findings apply only to that group which is being studied 

(Foucault, 1991a; Mills, 2003). In Foucault’s methodology, the researcher is considering 

historical events; discourses can only be examined after they have occurred. Foucault believed 

that all phenomena are on-going and ever changing; that issues are open to interpretation and are 

influenced by the environmental, social and political contexts of moments in time and history. In 

this respect, content of documents, such as recommendations, could be seen as out-dated as soon 

as they are written, but the threads of discourses remain in the documents and so can continue to 

be monitored and tracked through study of the documents – their survival or extinction shaping 

how a practice develops or fades away. I have addressed these considerations in that I do not 

claim that the findings within this thesis can be generalised. Nor do I suggest that predictions can 

be made to determine the course of further practice. I have presented the implications of the 

discourses for consideration; maintaining a healthy scepticism is critical to Foucauldian 

methodology, as with other forms of inquiry. 

Rigour and trustworthiness 

Although they do not at all advocate for a standardised method of discourse analysis, Greckhamer 

and Cilesiz (2014) argue that there are a number of challenges when addressing rigour and 

trustworthiness within naturalistic inquiry. Trustworthiness is concerned with the validity and 

credibility inherent in the research (Lincoln & Guba, 1985). Discourse analysis is problematic 

because of the highly interpretive nature of the approach when conducting analysis and producing 

findings from the texts used, so Greckhamer and Cilesiz (2014) recommend a number of ways to 

ensure that rigor and credibility are clearly addressed and visible. They suggest that analysis of 

discourse should be conducted within a clearly, yet concisely described framework while also 
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recommending a number of tools that, they say, can provide some clarity to the analysis methods 

used. These are “chronicling” (p. 430) and “tabulating” (p. 431) the process of analysis; “narrating 

the process of interpretation” (p. 434) and “crafting a description of the findings” (p. 435). I have 

followed their recommendations and have used their tools in this chapter to describe the process 

I used to analyse, interpret and finally present findings from the documents used for this study. 

In addition, I used other methods to ensure rigour, such as collecting texts from multiple sources, 

including different DHBs, OTBNZ, Parliament, to the point of saturation, where enough 

information has been collected to gain understanding of the event being studied (DePoy & Gitlin, 

2005, p. 205). I also contacted consultants for advice on suitable documents to study so that there 

were others apart from myself, who distantly played a role in the selection of documents. I kept 

an audit trail in a series of five notebooks throughout the course of my study, where I documented 

what I planned to do and what I did. The notebooks became a useful reference when describing 

my method for this chapter. I also attended regular supervision where I discussed different aspects 

of my study as they surfaced, which I believe, was a form of debriefing. We recorded the 

supervision sessions and I transcribed them so I could think more deeply about the topics covered 

and then plan and carry out research activities that arose from the discussions and reflections in 

supervision. 

Reflexivity 

DePoy and Gitlin (2005) explain reflexivity as “the process of self-examination” (p. 205), and 

Grbich (1999) further states that researchers must consider how their own socially constructed 

personal beliefs and values may have influenced their research findings. Through reflection, I 

considered how my own life experience, family background, culture, class and education have 

shaped my beliefs. I also examined how my understanding and knowledge developed over the 

course of this research in the context of my position of being a white, female, middle aged, 

educated immigrant in New Zealand. I tried to maintain an open mind during my research, 

recognising there are multiple constructions and interpretations of phenomena and events, mine 

being just one of many. In Chapter 1, I introduced myself and described how I was drawn to my 

research topic. 

Furthermore, I kept a reflective account of my readings and thoughts as my knowledge grew and 

I began to be more critical of my understanding of the influence of clinical governance on 

occupational therapy practice. These reflections I typed into my phone as they occurred 24/7 and 

emailed to myself, collating them into 50+ pages of “Yasmin’s thoughts”. I believe my collation 

of ‘thoughts’ were integral to my reflexive approach to the study (some snapshots are shown in 

Appendix E). The reflections helped me realise that my interest in this study was more about what 

changing practice does to others and the implications to their lives, rather than my original goal 

of describing and understanding clinical governance. This insight into my values made me realise 
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I was very concerned with inequity and the inability of some members of society to access the 

healthcare services they needed, and it eventually changed the way I conducted the analysis, 

interpreted the texts and presented the findings. 

Summary 
In this chapter, I have described how I carried out the study and applied Foucault’s methods. I 

have described how I conducted a ‘history of the present’ and used problematization to investigate 

how clinical governance has influenced the behaviour and practices of OTs. I have also revisited 

the archaeological method, from the point of view of a doctoral-level researcher: considering 

ethics, validation, rigour and reflexivity. 

Next, in Chapter 5, I describe the historical period after the Second World War and the conditions 

that produced the emergence of the occupational therapy profession into New Zealand. I also 

construct the early discursive subject positions of OTs. The findings from Chapter 5 form a 

baseline from which to consider the findings of the two moments post-2000, after the introduction 

of clinical governance.  
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Chapter 5  A history of the present 

Occupational therapy has been defined as ‘any work or recreational activity, 
mental or physical, definitely prescribed and guided, for the distinct purpose 
of contributing to and hastening recovery from disease and injury’. 

– Norah Haworth and Mary Macdonald, Theory of Occupational Therapy

Introduction 
This chapter is a genealogical investigation into the network of prominent discourses present in 

the medical, social, political and economic literature that shaped public healthcare delivery and 

the practice of OTs in New Zealand, prior to 2000. The notions of particular New Zealand subjects 

named as ‘occupational therapists’ and their practice of ‘occupational therapy’, emerged from 

discursive constructions of occupational therapy which were already constituted within healthcare 

provision systems in the United States of America (US) and then the United Kingdom (UK) 

(Andersen & Reed, 2017; Gordon et al., 2009; Haworth & Macdonald, 1946; Quiroga, 1995; 

Wilcock, 2002). As genealogy is built on and includes archaeology, I describe the discursive 

“conditions of existence” comprising the “rules of formation” (Foucault, 1972, p. 42) at play. The 

conditions of existence acted to produce the moment when OTs first emerged in New Zealand as 

a new profession, working alongside medical practitioners, nurses and other healthcare workers 

in government and health institutions such as hospitals, sanatoriums, and asylums. 

The ‘ideal’ OT prior to 2000 
I begin my analysis by providing the context for an overview of the social, political and economic 

positions of New Zealand and the world that created the conditions necessary for OTs to emerge 

as named subjects within the New Zealand healthcare community. Through a study of archival 

documents, I then consider the conditions of existence that give rise to the discourses which 

enabled the occupational therapy profession initially to self-govern. 

Healthcare in colonial New Zealand: ‘Proto-OTs’ 

In colonial New Zealand, after the signing of The Treaty of Waitangi, 184031, an ‘ad-hoc’ system 

of healthcare provision was constructed. Unlike European countries, New Zealand had few 

31 The Treaty of Waitangi: Signed in 1840, a legal document considered to be the founding document of New 
Zealand (Archives New Zealand. (n. d.). Te Tiriti o Waitangi/The Treaty of Waitangi. Archives New Zealand,. 
Retrieved 29 November, 2020, from https://archives.govt.nz/discover-our-stories/the-treaty-of-waitangi, Mauriora. 
(n. d.). Treaty of Waitangi: Maori history and health (video transcript). Mauriora Health Education Research,. 
Retrieved 29 November, 2020, from https://members.mauriora.co.nz/video-transcript-maori-history-and-health-2/). It 
is an agreement between the British Crown and Māori rangatira (hereditary leaders) and acknowledges certain rights 
to both Māori and Europeans (Ministry for Culture and Heritage. (2020). Treaty of Waitangi. Retrieved 29 
November, 2020, from https://mch.govt.nz/treatyofwaitangi) in a bicultural setting. Two versions of the Treaty were 
produced, one written in Te Reo Māori and the second one in English. The production of practices constructed from 
the words and statements contained within the Crown’s English version of the Treaty did not align with the 
construction of the Treaty written in Te Reo Māori. Each version is interpreted differently, and, historically, has 
produced misunderstandings between Māori and non-Māori. It was only in the 1970s that the legal power and 
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wealthy citizens who could act as patrons of charitable initiatives for the health and care of the 

‘deserving’ poor, so other sources of healthcare provision arose (Department of Health, 1974). 

Healthcare was typically community-based and largely dependent on home-derived remedies 

(Belgrave, 2011a). It was in this space that unnamed “Proto-occupational therapists” (Wilcock, 

2001, p. 15) would have existed, producing intuitive, humane solutions to restore health through 

participation in activities and occupations for people within their communities (Andersen & Reed, 

2017; Wilcock, 2001). 

In the mid 1800s, in common with other established colonies, New Zealand had problems with 

managing and containing infectious European-introduced diseases such as tuberculosis, typhoid, 

polio and diphtheria. Māori, in particular, were affected as they had little immunity to these 

diseases, to which many succumbed (Belgrave, 2011a). Discourses concerning the ‘deserving’ 

and ‘undeserving’ circulated (Belgrave, 2012, p. 4) whereby only certain societal groups were 

identified as worthy of receiving government funded care and support, including settlers in remote 

areas, envoys of the British government and Māori (Gauld, 2009b). Although Māori had 

constructed their own methods of healthcare, their susceptibility to introduced disease ultimately 

led to the government to recognise that Māori, along with other vulnerable sections of the 

population, should have access to customised healthcare services (Belgrave, 2012). Aiming to 

manage disease and mental illness, the otherwise laissez-faire government reluctantly established 

four district hospitals in the mid-1840s, as well as mental asylums, in New Zealand, operating 

alongside the already established private and voluntary ventures (Gauld, 2009b). 

Biomedical32 governance by medical practitioners 

Viewed from a Foucauldian (1973) perspective, the early health system was governed by medical 

practitioners, where, claiming to be the experts in the classification and management of disease, 

doctors were the authority of delimitation for medical knowledge and interventions. The scientific 

discourses concerning the functioning of the body and its relation to medical practices, which 

claimed to cure illness and disease, gave credence to the growing status of medical practitioners, 

positioning them as revered members of society with power to act in a number of ways. Their 

gaze over the sick in the population provided a means of social and economic control, preventing 

the spread of disease by containing the sick in special, named institutions such as hospitals. 

Medical doctors not only limited the economic damage to society through the provision of 

treatment aimed to assist people to recover from disease, so that they were less of an economic 

position of the Treaty of Waitangi was acknowledged and Māori have acted to reclaim their position in bicultural 
New Zealand society. 
32 Biomedical model of health: Assumption: “That each disease or ailment has a specific cause that physically affects 
the human body in a uniform and predictable way, meaning that universal ‘cures’ for people are theoretically 
possible. It involves a mechanical view of the body as a machine made up of interrelated parts, such as the skeleton 
and circulatory system”. Germov, J. (2007). Imagining health problems as social issues. In B. Deed (Ed.), Health in 
the context of Aotearoa New Zealand. Oxford University Press. (p. 36). “This approach ...generally ignores the social 
origins of illness and its prevention”. (ibid. Glossary, p. 343) 
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burden on society (Foucault, 1973), but the medically dominated health system also ensured that 

the wealthy had a continuous pool of labour (Wilcock, 2001). Furthermore, as doctors monitored 

and recorded information about their practices, this collectively became statistics about the 

general population’s health for government surveillance and policy development (Rice, 2011; 

Statistics New Zealand, n. d.). 

Prior to the construction of named ‘Occupational Therapists’, other groups, including women’s 

auxiliary groups, volunteers, artisans, nurses (Rosser, 1956) and Red Cross workers 

(Occupational Therapy Board, 1956) informally carried out crafts with patients as a diversional 

medium (Quiroga, 1995; Wilcock, 2001). However, the construction of occupational therapy 

created a shift due to the claiming of crafts by OTs and naming as occupational modalities of 

treatment in their domain. Casual use of crafts by other groups in the biomedical space would 

henceforth be discouraged, as these activities were now prescriptive objects to be provided under 

the close supervision of a registered, trained ‘expert’ specialising in the use of occupation as a 

means of therapy33. 

International emergence of OTs: Embracing biomedical theory 
The use of occupation to promote healing has a long history; ‘occupational therapy’ was named 

by George Barton as early as 1914 at a hospital workers’ conference in Massachusetts, (Andersen 

& Reed, 2017). He was later one of five founders of the National Society for the Promotion of 

Occupational Therapy in 1917 in the United States (2017). This alignment with the biomedical 

model of health meant that both recognition of occupational therapy, and its verification as a valid 

profession, were achieved at an early stage (Creek, 2010). The relationship between OTs and 

medical practitioners was further cemented by the construction of an agreement whereby medical 

practitioners would issue prescriptions34 to their patients for occupational therapy treatment 

(Andersen & Reed, 2017). 

This process was essentially repeated in the United Kingdom, with Wilcock (2002) maintaining 

that early occupational therapy practice “was grounded in medical science concepts… [and] was 

initially used as a prescribed adjunct to medicine” (p. 4). As a result, occupational therapy was 

committed to having a strong relationship with science and medicine from the outset, since early 

practice was based on (intuitive) historical healing traditions using occupation, rather than being 

underpinned by its own later theoretical scientific models (Andersen & Reed, 2017). 

Subsequently, although this close relationship with medicine remained strong, it became clear 

 
33 In one instance, a Red Cross worker was the focus of discussion, for over a year, between the Occupational 
Therapy Registration Board and the hospital employing her, before a resolution was offered that she work as an aide 
in the occupational therapy department (New Zealand Occupational Therapy Registration Board, 1956, 1957a). Other 
workers, such as nurses who had received instruction, technicians and craft instructors, were frequently employed to 
carry out the work with patients in the occupational therapy departments, under the direction of OTs (Maling, 1944). 
34 Prescription: “A written instruction by a physician for the preparation and administration of a medicine...tells the 
occupational therapist what goals the physician has decided that occupational therapy shall attempt to achieve” 
(Reed, K., & Sanderson, S. (1980). Concepts of occupational therapy. Williams & Wilkins. (p.117). 
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that a narrow, linear construction of occupational therapy based only in biomedicine was 

unrealistic, and that the focus on occupations performed by individuals in particular temporal and 

environmental contexts required a broader, more holistic approach than biomedicine alone. 

International models of occupational therapy 

Occupational therapy professional knowledge was generated contingently as problems in 

healthcare provision arose, and opportunities presented themselves to solve these practically 

through the uptake of occupation-focused intervention. However, in response to calls to underpin 

the profession with practice models, OTs increasingly examined additional emerging discourses 

from biopsychosocial and socioecological sources (Creek, 2010; Turpin & Iwama, 2011). These 

later professional models were constructed to support the profession’s belief in particular core 

constructions made visible through professional statements: “the mind and body are inextricably 

linked” (Kielhofner, 2004, p. 44) when justifying holistic practice; “occupation plays an essential 

role in human life and influences each person’s state of health” (p. 44), implying that occupation 

is essential for health (Townsend, 2002; Townsend & Polatajko, 2007; Wilcock, 2002), and as 

“humans are occupational beings” (Townsend & Polatajko, 2007, p. 3) then “occupation can be 

used to regenerate lost function” (Kielhofner, 2004, p. 44). 

The construction of practice involved challenging the early descriptors of OTs such as diversional 

therapists, handicraft teachers and recreational leaders producing ‘busy work’, and vocational 

trainers ‘teaching’ work skills. Instead, models constructed from core activities of productivity, 

self-care and leisure, and behavioural and communication skill management became prominent 

professional discourses (Reed & Sanderson, 1980). Thus, dominant discourse-producing 

knowledge, from multiple discursive sources, was selectively taken up by OTs in the construction 

of international conceptual occupational therapy models and frameworks. In turn, these models 

acted to selectively influence the professional subjectivities and subject positions of OTs in New 

Zealand at particular moments in time, depending on the power of the prominent local political, 

social and economic discourses circulating alongside, interweaving and crossing them. 

World events and occupational therapy in New Zealand 
Two significant world events created the conditions for multiple, seemingly unrelated, discourses 

to emerge, change prominence, and to cross and create a space for occupational therapy to be 

constructed in New Zealand. The discourses addressed the effects of the Great Depression of the 

1930s and World War II, 1939-45. 

The Great Depression 

The Depression had major consequences for the health and welfare of people in Western societies, 

and world governments, including New Zealand, had the problems of both recovery from its 

effects, and restoring and growing the economy. 
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The 1930s depression led to a rethink of state support. With mass 
unemployment, poverty was widely experienced and gained public 
recognition... Small outbursts of violence suggested that the unemployed 
would not always quietly accept their fate. In Dunedin, where the Lady 
Mayoress wore gloves to distribute charity, her taxi was overturned, and a 
drawing of gallows posted to the Mayor. As the 1935 election loomed, the 
Labour party allied itself with the mood of public discontent, and was swept 
to power with a substantial majority. (Marahey, 2000, para. 23-27). 

The fusion of social, economic and political discourse 

Like the British government, which looked to economic models of recovery that were somewhat 

aligned with a social Keynesian35 model of economics (Turner, 2011a), the New Zealand Labour 

Party’s 1935 election manifesto also promoted welfare and health reform and placed the Party in 

a strong position of power. They too planned to deliver a solution for economic recovery through 

the construction of government-supported social initiatives while maintaining private enterprise 

(Aimer, 2015) and its “individual autonomy and individual empowerment” (Fischer, 2012, p. 

400). This political discourse found favour with New Zealand voters, and the first Labour 

government was elected in 1935, remaining in power for fourteen years (Aimer, 2015). 

New Zealand’s Social Security Act 1938 

The 1930s Depression provided the impetus for the introduction of a health service available to 

all New Zealanders. Following the 1935 Labour election victory, old beliefs and knowledge 

supporting private and charitable systems of care were challenged by Labour politicians, 

particularly Prime Minister Michael Joseph Savage (Fischer, 2012). This produced a space for 

the production of new discursive constructs to “alleviate suffering” (Sinclair, 1959, p. 248), 

including the concept of free healthcare for all people in the population (Fischer, 2012). The 

government was well aware that the economic and social discourses of discontent surfacing and 

circulating within society were problematic and potentially dangerous to the status quo, signalled 

by “rioting and looting in Auckland and Wellington” (Sinclair, 1959, p. 251). Although this 

behaviour was quickly shut down by the police (Sinclair, 1959), it provided an opportunity for 

Labour to introduce both new policies, and ultimately, The Social Security Act 1938, aimed at 

providing certain welfare services to all subjects regardless of their economic situation. When the 

first Labour government was finally replaced in 1949 by the first National government, although 

the new government did not actively build on and develop the health service, neither did it repeal 

the Social Security Act (Belgrave, 2012). 

 
35 Social Keynesianism: An economic model that, in practice, managed capitalism through state funded initiatives, 
such as educational, health and welfare services, as well as the construction of roads and transport systems designed 
to support capitalist business projects Turner, B. (2011b). Keynes, J. M. In J. Beckert & M. Zafirovski (Eds.), 
International encyclopaedia of economic sociology (pp. 382-384). Routledge. . Politicians favoured the model as they 
believed it would redress imbalances in the economy caused by the depression, thus supporting the continuation of 
private business and enterprise. Social Keynesianism was in effect “a set of policies to preserve capitalism rather than 
to advance welfare socialism”. Turner, B. (2011a). Citizenship. In J. Beckert & M. Zafirovski (Eds.), International 
encyclopaedia of economic sociology (pp. 58-61). Routledge. (p. 60) 
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World War II: Aftermath and international agreements 

The Second World War acted as the catalyst for the emergence of international social, economic 

and political discourse concerned with solving major problems such as rebuilding the world 

economy, preventing the reoccurrence of war and managing the spread of disease through the 

provision of healthcare available to all. Politicians, theorists, and medics were active in enacting 

and circulating the emerging social, economic and political discourses, producing an opportunity 

to consider and act on new ways of managing the health of populations around the world. 

Prominent discourses around the world immediately after the end of World War II focused on 

how war could be prevented from happening again. In 1941, in his ‘State of the Union’ address, 

President Franklin Delano Roosevelt introduced the idea of the ‘Four Freedoms’ of democratic 

governance. The inclusion of statements in his speech to the American people extolled the 

freedoms of speech and worship and from want and fear (Office of War Information, 1942). 

‘Freedom from want’ included the construct of “a healthy peacetime life…everywhere in the 

world” (p. 3). Post-war, the United Nations and its agent, the World Health Organization (WHO), 

actively promoted global remediation of disease and provision of healthcare as a method to 

prevent war. The concepts behind the ‘four freedoms’ statements were incorporated into the 

construction of the United Nations Declaration of Human Rights (United Nations Office of the 

High Commissioner for Human Rights, 2016). 

New Zealand was an active founding member of the United Nations in 1945 (Ministry for Culture 

and Heritage, 2014), supporting the UN’s Universal Declaration of Human Rights, (1945) and the 

WHO Constitution, (1946). The WHO is concerned with world public health and access to 

healthcare as a human right (Adhanom Ghebreyesus, 2017), stated in its Constitution: 

The enjoyment of the highest attainable standard of health is one of the 
fundamental rights of every human being… Governments have a 
responsibility for the health of their peoples which can be fulfilled only by the 
provision of adequate health and social measures (World Health Organization, 
1946, p. 1). 

The WHO was positioned as a powerful international authority of delimitation, producing and 

transmitting health discourse, that has been (and continues to be) taken up politically, socially, 

economically and ethically in countries around the world, generating global health policy, 

including in New Zealand society (Department of Health, 1974). Importantly, the principles of 

the WHO constitution state that “Health is a state of complete physical, mental, and social 

wellbeing and not merely the absence of disease or infirmity” (Department of Health, 1974, p. 5). 

This statement makes clear that health should be regarded as a holistic entity and not solely 

understood from a biomedical standpoint, creating an opening for the holistic approach of OTs to 

be given credence within the healthcare provision arena. 
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New Zealand OTs: Rules of formation 
Foucault’s writing on discourses defines authorities of delimitation, surfaces of emergence and 

grids of specification as “rules of formation” (Foucault, 1972, p. 42), and such features are present 

in the construction of OTs, from the creation of the New Zealand health system onwards. 

Authorities of delimitation: Doctors in charge of hospitals 

The Social Security Act 1938, as an attempt to produce a welfare state36, would have positioned 

New Zealand as the first country in the world to provide free universal healthcare to its citizens, 

paid for via taxes (Ministry of Health, 2018). However, societal and professional discourse which 

constructed medical doctors as learned men who were experts in the newly emerging science of 

biomedicine led to them being powerfully positioned. This singled them out as authorities on 

healthcare practices and, importantly on how healthcare should be delivered. Collectively, 

medical doctors could enact sufficient power to take up or resist political health reform, and 

therefore shape the healthcare delivery system to one that could serve their professional interests 

rather than a purely societal need. As many preferred to straddle both the private and public sector, 

this powerful positioning enabled some medics, such as general practitioners, to resist the 

emergence of socialised medicine and the attempt to remove private practice in favour of 

government salaried positions, by threatening to strike (Fischer, 2012). Publicly funded hospitals 

ultimately only came into being because the government then threatened to employ overseas 

doctors to run the hospitals (Fischer, 2012) and the medical profession relented somewhat. 

The effect of their resistance, however, was that only certain healthcare provision was free, while 

other services were subsidised or remained in private hands, notably general practice (Easton, 

2002), creating a “dual system…state and private side by side” (Department of Health, 1974, p. 

47). This resistance visibly demonstrated the power doctors could enact in society to control 

healthcare provision and had long lasting consequences on who could receive free healthcare, 

who could provide it and how it was delivered. It also provided an example of the continuing 

presence of powerful underlying conservative political and economic discourses supporting 

private enterprise, as imagined by Keynes. The outcome was a tiered health system that continued 

inequalities of healthcare provision in New Zealand (Gauld, 2009b), although Māori were one 

group that did benefit from the health and social reforms: Their life expectancy increased over 

time due to management of disease and improvements in hygiene (King, 2003). 

Extension of the medical gaze 

Doctors could not physically do everything and be everywhere. The management of patients 

languishing in hospitals, asylums and sanitoriums with long term physical and mental health 

 
36 Welfare state: A type of governance whereby the state plays a prominent part in the economic and social wellbeing 
of its subjects through oversight and regulation of services such as health, housing, education, safety at work and 
child protection Rose, N. (1996). Governing “advanced” liberal democracies. In A. Barry, T. Osbourne, & N. Rose 
(Eds.), Foucault and political reason (pp. 37-62). Routledge. . 
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conditions, and later, those who needed reablement to return to society and work, after the Second 

World War, emerged as a problem in New Zealand. Healthcare provision was constrained by the 

absence of professionals who could rehabilitate and transition patients out into the community. It 

was expensive to keep people in institutions, and in some cases considered immoral (Reed, 2008). 

People needed to return to and participate in society to improve their quality of life and to work, 

if they were able. Medical doctors did not have the time nor the skills to directly engage in the 

actual day to day rehabilitation interventions needed by their patients (Skilton, 1981). 

Auckland Mental Hospital: A first surface of emergence 

In 1938, one enterprising doctor, Henry (Harry) Buchanan, Medical Superintendent of Auckland 

Mental Hospital (Gordon et al., 2009; National Library of New Zealand, n. d.), supported by 

Theodore Grey37 (Skilton, 1981), looked to Britain for a solution. Publications promoting the 

success of occupational therapy interventions led him to investigate the work of OTs, who were 

already positioned in designated spaces within that health system to provide rehabilitation to 

various groups of patients. As Superintendent, he could enact considerable power and used his 

authority of delimitation to convince the Public Service Commission to appoint an OT from 

Britain. 

Buchanan arranged for a Dorset House School38 trained OT, Margaret Inman, to travel to New 

Zealand to set up an occupational therapy department at Auckland Mental Hospital (Rutherford, 

1976). This was the first “surface of emergence” (Foucault, 1972, p. 45) of occupational therapy 

in New Zealand, which was taking a similar approach to the purpose and deployment of OTs as 

the UK. Although the first New Zealand-trained OTs provided only asylum-based rehabilitation, 

their worth was soon recognised and successfully applied to the re-enablement of injured soldiers 

returning from the war, as well as civilian patients recovering from disease or injury acquired at 

home (Gordon et al., 2009). From an initial remit to work only in asylums, this success also 

opened up opportunities to work in general hospitals, tuberculosis sanatoriums, day hospitals and 

community domiciliary services. 

A catalyst of authorities of delimitation 

Margaret Inman would work under the direction of Mary Lambie, Director of Nursing for New 

Zealand, who could enact power to influence the hospital service due to her position leading the 

37 Dr. G. Grey: Director-General of New Zealand’s mental hospitals from 1927-47 Brunton, W. (1998). Gray, 
Theodore Grant. Te Ara - The Encyclopaedia of New Zealand. Retrieved 21 January 2021, from 
https://teara.govt.nz/en/biographies/4g19/gray-theodore-grant. Grey believed participation in occupations was healthy 
for people residing in mental hospitals and gained permission to employ ‘teachers’ to instruct patients in craftwork 
prior to the introduction of occupational therapists (Skilton, H. (1981). Work for your life. Self-published. Hudlo 
Printers. ). Skilton reflected on whether Dr. Casson’s connection with Dame Sybil Thorndike (Thorndike was married 
to her brother) gave Dorset House added status and influenced the decision to appoint Inman. Skilton does add that 
Dorset house nonetheless, had a very good training record and so there was no issue with her selection. Margaret 
Inman would later marry Harry Buchanan. 
38 Dorset House School of Occupational Therapy: First School of Occupational Therapy in the UK Opened in 1930 in 
Bristol by Dr. Elizabeth Casson, later moving to Oxford during World War II.  
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New Zealand nursing profession. Lambie’s authority was such that, in addition to OTs, she was 

also instrumental in the emergence and production of New Zealand-trained dietitians, 

physiotherapists and social workers (Rodgers, 1998), all of whom she had the responsibility to 

oversee (Hazeldine, 1980, p. 6). As her roles and responsibilities grew, Inman became positioned 

as ‘the expert’ in the processes associated with the roll out of New Zealand occupational therapy. 

Thus, as her reputation grew, the power she could enact increased and she, along with Buchanan 

and Lambie, emerged as the authority of delimitation, defining both scope and limits of New 

Zealand occupational therapy practice. Inman actively drew on the occupational therapy 

knowledge she had taken up into her subject positions from her training at the Dorset House 

School (Rutherford, 1976) in England, but interpreted and applied it to New Zealand conditions. 

She effectively constructed an early scope of practice for the New Zealand OTs she would train. 

Rutherford Rutherford (1976) writes, “while New Zealanders were well known for their 

inventiveness, …Miss Inman was able not only to adopt, but use with inspiration and insight the 

ways of her new country” (p. 3). 

Power and OTs 

Following the “encouraging results” (Auckland Correspondent of the New Zealand Freelance, 

1940, p. 10), from the occupational therapy department, Inman was invited to set up the first 

occupational therapy training school in New Zealand (Rutherford, 1976) for “this highly skilled 

work” ("Editorial: Health rehabilitation. [Editorial]," 1943, p. 279). Inman had become the 

primary authority of delimitation for occupational therapy practice in New Zealand, supported by 

Lambie and Buchanan. The school incorporated disciplining mechanisms likely similar to those 

she had experienced at Dorset House, with the intention of constructing OTs who would hold the 

same professional roles as herself. They would continue the same behaviours and practices that 

had been required of her as an OT in the UK. As at Dorset House, and in Haworth and 

Macdonald’s (1946) textbook, women with previous training in related professions were 

preferred. Four women who already had training in teaching, nursing, massage and the Voluntary 

Aid Detachment service were selected to be the first trainees (Inman, 1940). They could be more 

quickly trained and placed in the hospitals to manage the re-enablement of returned servicemen. 

A new practice: Treatment of returned men 
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Interesting facts of the steps taken by the main hospital areas, in conjunction 
with the Government, to introduce the new practice of occupational therapy 
for the treatment of orthopaedic cases have been given by Mrs. E. M. Gilmer, 
who is again a candidate for the Wellington Hospital Board and is this year 
also standing for the City Council. Occupational therapy, she said, was of first 
importance in its application to returning soldiers, many of whom would be 
orthopaedic cases. The four base hospitals had each selected a trainee who 
was receiving tuition from Miss M. M. Inman, an English expert, and in turn, 
would act as instructresses in their own areas. Occupational therapy could be 
generally defined, said Mrs. Gilmer, as any form of occupation or recreation 
regularly employed as a curative treatment for disabilities. ("A new practice: 
Treatment of returned men," 1941, p. 8) 

What went unsaid was that these first New Zealand OTs were also likely to know and have some 

experience of the expectations, behaviours and ‘pecking orders’ in a public organization, know 

that they had to adhere to them, and so were ready-made ‘docile bodies’ who would quickly 

assimilate into the healthcare workforce. 

Prescriptions: Reflected power? 

In the UK, OTs were not to select their patients; rather, prescriptions were clearly made and 

overseen by the medical team, according to these instructions: 

No treatment should be undertaken without a medical prescription and the 
duration of the occupation and the type of work prescribed must be strictly 
adhered to. (Haworth & Macdonald, 1946, p. 84) 

Emphasis was placed on having a prescription form (Figure 5 below) signed by the medical officer 

in charge of the patient’s care, complete with diagnosis and any precautions or “dangers likely to 

occur” (Haworth & Macdonald, 1946, p. 12) noted. Patients needed to be supervised (for safety) 

and monitored for signs of fatigue while in the department. Likewise, in New Zealand, OTs 

received prescriptions from the medical team to treat patients thought suitable for occupational 

therapy rehabilitation (Maling, 1944). The doctors would in turn receive progress reports, a 

process, which, in effect, acted as an extension of the medical gaze (Foucault, 1973) – knowing 

what their patients were doing through processes of surveillance and reporting by the OTs. 
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Figure 5. Sample prescription forms for sanatorium and physical disability use showing medical 
doctor direction of the purpose of treatment and decision on the desired outcomes. (Haworth & 
Macdonald, 1946, p. 133 & 127). Orphaned work. 

It could be argued that the early OTs were ‘subjects of power’ since, superficially, they depended 

upon the active support of doctors to refer patients to occupational therapy, an arrangement which 

required them to exactly follow treatment prescribed by the doctor (Haworth & Macdonald, 

1946). Thus, it would seem that they were being disciplined to behave in a particular way, to defer 

to the doctor. However, there is some suggestion that in practice, some New Zealand OTs resisted 

this arrangement. They reported being proactive in selecting patients, writing the prescriptions for 

the doctor to sign and professionally governing themselves through making autonomous decisions 

about their own treatment modalities, customised for each patient (Gordon et al., 2009). On 

further examination, another twist was that OTs actually positioned themselves in this relationship 

to add credence to their practice by reflecting the high status of the medical profession onto 

themselves. However, as their success with patients became known, so did their own reputation 

and OTs began to construct their own position of authority, enabling them to enact power. 

Holding direct power 

I would also argue that professionally, OTs also could enact direct power due to recognition of 

their specific role aimed at rehabilitating injured members of society to the point where they could 

return to work and contribute to the flow of the economy once again. 
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It was during World War 1 that it was found that the physical exercise required 
to carry out all sorts of activities and handcrafts, if properly graded and 
supervised, could be used to bring back normal function to injured limbs and 
could maintain the morale of patients while they were in hospital for long 
periods. (Skilton, 1981, p. 1) 

OTs had already emerged in America and Britain, and the profession had been successful in 

providing reablement programmes that transitioned patients from hospital back to their 

communities. The UK Employment Act 1944 ensured British OTs treated “those who become 

capable of full-time employment in the ordinary field of industry” (Haworth & Macdonald, 1946, 

p. 7). They would receive occupational therapy until “complete recovery”; any who had a

“residual disability”, and would need retraining in “selected occupations” (p. 7); “those requiring

sheltered conditions permanently or for a prolonged period” (p. 8), which meant that registered

disabled people had access to a limited number of special workshops as well as “Village

Settlements” (p. 8) for specific conditions such as tuberculosis.

The need to manage and rehabilitate patients residing in New Zealand institutions provided the 

conditions and opened up further opportunities for the construction of an occupational therapy 

profession in New Zealand. Recovering patients were encouraged to reengage in occupations by 

OTs prior to discharge, so that they might find an “alternative means of livelihood” (Inman, 1940, 

p. 355) on return to society. In the nursing journals, the presence of OTs was already understood

to be the “link in the social aspect of medicine, …which aims at the restoration of the patient as a

person with due consideration of his or her individual problems” (Spencer, 1943, p. 280).

Figure 6. Economic discourse upholding the value of occupational therapy practice recognised 
through plans of NZRSA to acquire more funds that would provide further interventions to 
servicemen. ("Servicemen’s needs," 1943, p. 4). Copyright Fairfax Media. Creative Commons 
New Zealand BY-NC-SA licence. 

In the New Zealand context, OTs’ subject positions and practices were influenced by the role 

expected of them by the New Zealand government and the institutions in which they were placed 

after training. This role, during and after the Second World War, was primarily to reenable injured 

soldiers (Gordon et al., 2009) and return them to work. Early intervention was favoured as it 

would be “a big economic saving” (Spencer, 1943, p. 281) for people to begin their rehabilitation 

while in hospital. OTs, however, were not bound by limits to length of treatment or cost of 
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treatment, nor selection of individual patients. Their practices were to focus on full or as much 

recovery as possible of all patients referred to them, and even attracted the attention of the [then] 

Prime Minister: 

“A sacred duty”. Disabled soldiers: Government’s pledge 

All of these men had received free, for as long as they needed it, medical 
attention including the services of surgeons and specialists and the provision 
of appliances, such as artificial limbs. 
     Mr. Fraser said he was particularly interested in the question of 
occupational therapy, which had received a great deal of attention in Great 
Britain and the Government had established a branch for this treatment at 
Avondale. Occupational therapy tuition had been invaluable in hastening 
men’s readjustments and had been continued in specially selected recuperative 
employment. ("“A sacred duty”. Disabled soldiers: Government’s pledge," 
1943, p. 3) 

Their role, therefore, in the reablement of people after illness and injury was considered an 

important long term economic factor, which was made clear in the Foreword of Occupational 

therapy in rehabilitation edited by Macdonald (1960). The influential Lord Amulree39 wrote of 

the importance of occupational therapy in the reablement process, stressing that those returning 

to work could be considered fully rehabilitated as they would be paying tax and thus once again 

participating in the economic cycle of their society (1960). This concept was also embraced by 

the New Zealand government, strengthening the position of OTs who were considered a vital part 

of the rehabilitation process. 

Not always emphasised was the fact that recovering soldiers could languish in hospital for long 

periods of time because their injuries often took months to heal. They were generally otherwise 

physically healthy, so early occupational therapy was also a silent way of producing patient 

compliance with hospital rules by preventing boredom and disruptive behaviour. This was 

achieved through diverting patient attention to participating in activities and occupations. In this 

way, OTs held a powerful position in the control of patients’ behaviour through the disciplining 

effects their modalities had on shaping patient conduct. 

Formation of a professional association 

A study of documents based on the accounts of the first New Zealand OTs shows that from the 

very start of the profession, a desire for self-governance is evident. However, as the documents 

reveal, there were many barriers to true self-governance. The women who steered the profession 

had to be strong, forthright and be able ‘stand up’ to a male dominated society, as well as to those 

who misunderstood the thinking behind occupational therapy, or were threatened by it. These 

‘proto-feminist’ discourses are clearly represented in the documents that have remained from that 

39 The Right Hon. Lord Amulree, M.A., M.D., F.R.C.P. ; Physician, University College Hospital , London; President, 
Medical Guild for the Care of the Elderly; Past President, Association of Occupational Therapists (UK). 
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early period. The primary focus of the New Zealand pioneers of occupational therapy, 

successively led by Buchanan, Skilton and Rutherford, was to develop occupational therapy into 

a credible profession. This claim is substantiated by following the legal documents and the 

resulting professional bodies that they were involved in constructing. 

Although qualified OTs were few in number, it was quickly realized that they were being sent out 

to remote areas of the country, to work in isolation, without the support of other OTs. 

Furthermore, they also had no joint voice to bargain for working conditions or their salary, which 

was a significant issue in a young, all-female, discipline, which was looking for self-direction and 

professional development in a male-dominated and controlled world. In 1947, Mary Lambie 

asked Hazel Barton40 to form an association. With the help of her father, who provided legal 

advice, and three other OTs (Johnson, Hobcroft and Turner), a draft constitution was submitted 

to the Department of Health, which resulted in the registration of the New Zealand Registered 

Occupational Therapists Association (NZROTA) in 1948 under the 1908 Incorporated Societies 

Act (Rutherford, 1976). Its initial remit was “to edit and distribute a newsletter and keep therapists 

in touch with what was going on, elect representatives who could speak for the group in matters 

affecting its members” (1976, p. 6). Even so, Norah Hobcroft41 reported that: 

As a registered association, salary negotiations were begun with resistant, all 
male negotiation bodies with no concept of the role of occupational therapy 
and went on for decades. Growing into a profession was not an easy process. 
I doubt if we could have stepped outside the social role of women in those 
years to function autonomously in defining and guiding our own profession, 
in a powerful, male dominated society. If we had even been 25% male in 
numbers... (Skilton et al., 1990, p. 10) 

The Occupational Therapy Act, 1949 protected the name ‘Occupational Therapy’ through 

regulation of curriculum and examination, inspection of workplaces and registration (Lambie, 

1956) and, importantly, enabled the emergence of the Occupational Therapy Board in 1950. The 

Board comprised a mix of doctors, nurses and OTs: 

The work of the Board was to submit Regulations which could be forwarded 
to the Honourable Minister of Health for his approval. These Regulations were 
to cover training, curriculum, examinations, registration, reciprocal 
agreements regarding registration and the disciplining of the profession 
regarding practice. (Rosser, 1956/1990, p. 20) 

40 Hazel Barton (married name Skilton) was one of the first four occupational therapists to receive their training in 
New Zealand from Margaret Inman. As an authority of delimitation within the profession at the time, she was 
involved in the construction of the documents producing the New Zealand Registered Occupational Therapists 
Association (NZROTA) and was appointed to the first Executive Committee of the NZROTA in 1949. In 1950, she 
held the positions of both Principal of the New Zealand Occupational Therapy Training School, Auckland, and the 
Supervisory Occupational Therapist for New Zealand (Gordon, B., Riordan, S., Scaletti, R., & Creighton, N. (Eds.). 
(2009). Legacy of occupation: Stories of occupational therapy in New Zealand 1940-1972. The Bush Press. ). 
41 Norah Hobcroft held the position of Secretary on the inaugural executive committee of NZROTA, 1949. After the 
Occupational Therapy Act, 1949, was passed, she was also invited to serve on the first Occupational Therapy Board 
in 1950, by the Minister of Health. 
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The Board meeting minutes show that its initial concerns focused on the selection of candidates 

for training, the composition of the training course itself and the registration of suitably trained 

OTs (Occupational Therapy Board, 1950). It “made occupational therapy more acceptable. We 

were able to hold examinations and it proved we were here to stay” (Buchanan, 1972/1990, p. 8). 

Only those who were registered with the Board could name themselves and practice as OTs. 

Several examples in the Board minutes reveal that the board investigated and shut down, or 

renegotiated incidences of reported non-registered individuals doing the work of OTs; some 

calling themselves ‘diversional therapists’ (Occupational Therapy Board, 1957). Or, in one case, 

an overseas student nurse who was sent by her government to spend time in a New Zealand 

occupational therapy department, then return to her place of origin to open an occupational 

therapy department and practice as an OT, without undergoing approved training and registration 

(Occupational Therapy Board, 1958). 

Oversight of OTs operated via the inspector of the Board, a qualified OT. Her role was to inspect 

occupational therapy departments while also overseeing the placement of students and new 

graduates (Gordon et al., 2009). The aim was to ensure that the quality of occupational therapy 

practice was up to standard (Hazeldine, 1980, p. 6). However, the Board minutes were silent on 

the identification, investigation and disciplining of questionable individual competence. An 

external source suggests that a student left the training and that in another instance, behavioural 

issues did occur (Gordon et al., 2009). It is possible that the silence around practitioner conduct 

in the Board meeting minutes may have been to respect of privacy of the clinician concerned. It 

may also suggest that due to the initial careful selection of suitable women, and continuing 

observation by the Superintendent, any competency issues were rare or were managed directly 

within the department or School of Occupational Therapy. 

Power in the hospital 

Under certain conditions, OTs were clearly depicted as marginalised by the specific role they held 

as it was associated with women doing craftwork activities with patients, and not related directly 

with the heroic hands-on work of saving lives assigned to the doctors and nurses. Positioned as 

an adjunct to the medical and nursing professions, some doctors and nursing staff considered the 

discipline superfluous (Gordon et al., 2009; Skilton, 1981). The relationships between OTs, 

doctors and nurses was quite complex. The close association of doctors and nurses with bio-

medical science, along with their well-established professional standing, meant that they already 

had the credibility and could enact power to influence healthcare delivery. Members from these 

professional groups enabled OTs to emerge and practice in New Zealand as an alternative method 

of managing patients. However, what emerges from document analysis is the complexity of their 

relationships. In hospitals, OTs were dependent upon the oversight of the medical profession from 

which occupational therapy prescriptions were generated (Haworth & Macdonald, 1946; Maling, 
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1944). There were only certain times when the wards could be visited, and ward work activities 

needed to be light and pre-prepared (Timus, 1946); nothing messy or disruptive. 

Nurses: Resistance followed by normalisation 

The Director of Nursing supported and oversaw the emergence and production of the occupational 

therapy profession in New Zealand hospitals (Rodgers, 1998), however, access to patients on the 

ward required permission from the hospital Matron and co-operation from the local nursing staff 

to deliver a successful occupational therapy programme. Nurses working on the wards initially 

resisted the presence of OTs because of poor understanding of the purpose of occupational 

therapy. Some nursing staff referred to OTs as “those women” who were “downright dangerous” 

(Skilton, 1981, p. 11). However, as occupational therapy became normalised in New Zealand 

hospitals, there was written acknowledgement by the nursing profession that OTs held an 

important role and that their work should be “facilitated in every possible way, even - if necessary, 

to the readjustment of established ward routine” ("Editorial: Health rehabilitation. [Editorial]," 

1943, p. 280). Documents also reveal that nurses, along with technicians, worked in occupational 

therapy departments supervised by OTs (Maling, 1944) and that, “for the most part, the nursing 

staff were cooperative, acknowledging the value of occupational therapy to each patient” 

(Johnson, 1945, pp. 3-4). 

Physiotherapists 

Winning round physiotherapists was another challenge for the early OTs, as they too rehabilitated 

the physically injured (Spencer, 1943). Physiotherapy discourse suggested poor understanding of 

the role of OTs with the physically injured, constructing OTs as practitioners who treated ‘the 

mind’ of patients while physiotherapists treated the body (Andrews, 1955). There were 

physiotherapy criticisms of occupational therapy practice made visible through words and written 

statements which suggested how OTs would have a more effective part to play in rehabilitation. 

The physiotherapy view was that OTs would be more successful if they had a deeper 

understanding of anatomy and “taught” (p. 10) patients to do more realistic crafts that would 

prepare the patients to earn a living on discharge, rather than “basketry or toymaking” (p. 10). 

Andrews also accused OTs of “far too little cooperation” (p. 9) and questionable “team spirit” (p. 

9) that, she believed, could be remedied by regular team meetings, which Emery (1956), agreed, 

did not always occur, although he conceded that there was “often collaboration between two 

therapists” (p. 7), (Figure 7 below). However, reading of other texts placed OTs as active 

participants in team meetings, a prime example being an OT who resisted the opinion of the team 

in favour of her patient’s goal to return home. He did return home, apparently successfully, and 

“Rowena [OT] was the only team member who had supported him” (Gordon et al., 2009, p. 202). 
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Power in the department 

OTs were to collaborate with others, liaise with the staff and produce “an atmosphere of friendly 

co-operation” (Haworth & Macdonald, 1946, p. 14). However, in New Zealand, Skilton (1981) 

comments that collaboration with other professionals could be challenging for OTs, as other staff 

did not always understand and recognise the purpose of crafts in rehabilitation. Another problem 

was the remoteness of occupational therapy departments. Their placement away from the wards 

was not conducive to regular day to day communication with nursing and medical staff (Maling, 

1944), However, for OTs, the distance may have been opportune. Isolation from other colleagues 

provided a site of resistance for OTs, it being a designated space to shelter and practice away from 

the gaze of other professionals, including doctors and nurses; medics would have to make a 

special visit to see their patients participating in activities based in the department (Maling, 1944). 

While it may have added to the mystery of what OTs actually did, I would suggest that the 

departmental space provided a safe retreat for those working on the wards to return to. It was a 

place where they could receive support from their occupational therapy colleagues, as clearly, 

according to Skilton (1981), they were subject to regular challenges from staff and patients 

regarding their daily practices (Maling, 1944). In this context, the department could be 

constructed as a physical space where OTs could seek refuge and refresh themselves from the 

rigours of being confined to working with colleagues who understood health from a biomedical 

framework when occupational therapy beliefs extended beyond this remit. 

In occupational therapy departments there was another clear hierarchy, where the OTs were 

categorised as ‘seniors’ and ‘staff OTs’. They oversaw technicians, craft educators and trained 

nurses who carried out the day to day craft, wood-shop and education groups (Maling, 1944). 
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Figure 7. Hierarchy in the OT department: OT – Assistants – Volunteers – Patients. ("These 
convalescent American servicemen in New Zealand are not aiming at R.A. standards," 1943). 
Copyright Fairfax Media. Creative Commons New Zealand BY-NC-SA licence. 

The technicians were an important presence in the occupational therapy department because they 

supervised the more able patients in the fabrication and repair of departmental equipment as part 

of the patients’ recovery plan. They also developed modifications to standard equipment so that 

it could be used by patients with impairments as part of the rehabilitation process (Haworth & 

Macdonald, 1946) (see Figure 10) thus adding to the range of modalities available for treatment. 

Constructing OTs by techniques of discipline 

Historically, OTs have been subject to various forms of discipline and punishment. Evidence of 

discipline is found from the introduction of occupational therapy into NZ, including the process 

by which young women were selected to become OTs, and then via the training they received. A 

distinct ‘OT type’ emerged. The women who were selected to become OTs were rendered docile 

bodies who could “be subjected, used, transformed and improved” (Foucault, 1977a, p. 136) 

through training and disciplining to behave as OTs in the New Zealand context. They would need 

to be able to respond to direction from senior staff members, such as doctors, nursing charges and 

tutors. Social discourses circulating at the time probably reinforced cultural Western beliefs that 

middle class, educated women would already hold the knowledge and social skills required to 

interact appropriately with the pre-existing professionals who likely also came from similar 

backgrounds and understood the rules of behaviour connected with social and professional 

hierarchies (Phillips, 2011): 
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Each Wednesday morning, Dr. Buchanan, accompanied by the Charge 
occupational therapist, Miss Inman and the Head nurse, went on a round of 
the occupational therapy groups. Everything had to be spic and span and all 
patients engaged in his or her craft project. (Searle, 1990, p. 16) 

Disciplined women 

The role of early OTs was related to the traditional construction of female roles at the time. The 

idea that womanhood is constructed was supported by feminists such as Judith Butler, Simone de 

Beauvoir and Germaine Greer; “One is not born, but becomes, a woman” (De Beauvoir, 1973, p. 

301). As such, certain, defined, behaviour was expected of women, such as obedience and 

acceptance of the roles assigned to them by men. Traditionally, women were constructed and 

positioned to perform caregiver roles, and relegated to what might be termed as ‘soft’ occupations 

such as nursing, occupational therapy and clerical assistants, under the supervision and 

management of men, in higher paid and higher status positions. 

It is not surprising then, when OTs first emerged, that particular characteristics associated with 

womanhood were sought during the student selection process. Male doctors were the main 

authority of delimitation in hospitals and occupational therapy was understood as female 

caregiver work. However, although OTs had constraints put upon them in their daily work 

practices through departmental routines and rules, as a group, they challenged certain conditions 

placed upon them. For instance, women tended to be paid less than men for the work they did. 

This position concerned OTs, who resisted by forming an association that would be involved in 

national salary bargaining (Skilton, 1981). Likewise, opportunities for career advancement were 

limited, as women were expected to permanently cease work when they married and had children. 

But with the emergence of the women’s liberation movement, some OTs took the opportunity to 

return to work part time (Gordon et al., 2009). 

The “others” 

There were notable silences concerning the groups who were not desirable subjects to become 

OTs. Firstly, disabled people were discouraged, an example being Francis Rutherford, who had 

polio and was declined a training place at the Auckland school, but, determined to become an OT, 

went to the UK to train. On return to New Zealand, she eventually became the Principal of the 

Auckland School (Gordon et al., 2009). Secondly, men were excluded until 1965 (Gordon et al., 

2009)42. Thirdly, recognition of the need for cultural diversity in the workforce appeared to be 

absent in early professional discourse. The benefits of recruiting from diverse backgrounds was 

only acknowledged in 1988 with the publication of “Education: A professional issue. Report on 

42 The exception being former pyschiatric nurse Andrew Rankine, one of the first cohort of 11 New Zealand students, 
who returned to nursing after training. 
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the review of occupational therapy education” (Department of Education, 1988). This report 

signalled a shift in thinking about the occupational therapy ‘type’ and future practices. 

“A fine race of girls”: Disciplining students through an apprenticeship-type training 

The early New Zealand OTs were carefully selected. They were required to be already constructed 

to hold certain qualities that would produce “a fine race of girls” (Rutherford, 1972, p. 4). The 

documents reveal discourses favouring the selection of privileged educated females of European 

heritage and of a certain age. Ann Christie wrote, “women selected for training were often farmers 

daughters and went to boarding school; tended to be religious” (Private communication, 2018). 

In order to identify these “particularly fine women” (Rosser, 1956), applicants were personally 

interviewed by a selection panel comprising the Medical Superintendent (e.g. Doctors Buchanan, 

Tothill or Savage), the Director of Nursing and the Principal of Training (e.g. Inman or Skilton) 

(Skilton, 1981). As well as being a person of ‘good standing’, judged by their family background 

and education, they were required to present themselves well, demonstrating good deportment 

and dress sense (Gordon et al., 2009). Many ‘memoir’ statements support this view: “I went to 

Woodford House, a private school for girls” - Ann Spence (p. 30), “because of my age I was told 

to re-apply a year later” - Mary-Anne Boyd (p. 35), “I originally trained as a teacher” - Doris 

Aitken (p. 21), “my mother made me a new suit” - Rowena Franklin (p. 31). Furthermore, women 

who could think ‘outside the square’ and be able to come up with solutions to practical problems 

were also desirable; it would be a crucial component of their work as OTs. An example of this 

problem-solving is Sunny Bowmar’s account of a situation when access was needed to conduct a 

class: “on arriving at the hall (for a craft class), there were no keys, …I produced a screwdriver, 

unscrewed the hinges off the door and that of the kitchen cupboard” (p. 27). 

Students were subject to a “hierarchy of rules and regulations” (Gordon et al., 2009, p. 119). 

Formal titles were used (Miss) to address each other. They had to demonstrate respect and 

deference to their tutors and “rise to their feet when a doctor entered the room, and stand with 

their hands behind their backs when addressed by a senior staff member. They never walked in 

front of a doctor or a matron” (p. 98). The training itself included many examples of disciplining 

the body: “Students were expected to behave as young educated ladies. Some classes attended a 

modelling or charm school” (p. 99). A recommended, suitable, leisure activity was to attend 

proms concerts (p. 100), associated with a middle-class upbringing. Wearing the uniform was 

essential and there were rules as to how hair was styled and make up worn. They were not allowed 

to whistle, have hands in their pockets or engage in other similar ‘unseemly’ behaviours. In one 

instance, punishment was delivered by the student being “verbally criticized” (p. 107) after 

attending a ward round with the Charge OT. 
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Disciplining by bonding 

Part of the training agreement was that new graduates were bonded to the Department of Health 

and required to work where directed for two years after training. A bond was an agreement to 

work for the public health system in return for the cost of training to be funded by the Ministry of 

Health. The documents reveal that students, in general, were not in a position to pay for their own 

training (Gordon et al., 2009). Their placements during this time were approved and overseen by 

the Advisory OT for the Board. If they broke their bond, they would need to repay a considerable 

sum of money; essentially a way of making sure the therapist was available in the workforce, as 

required by the government, with the threat of ‘punishment’ for non-compliance. 

Disciplining professionals: Departmental routines 

There were also strict rules governing what OTs did within the departments. Various women 

reported having to clock in and out, even for tea breaks (Gordon et al., 2009). Timetables were 

another way of controlling a person; control of time was exercised through schedules that needed 

to be adhered to. Additionally, expectations of what needed to be done or achieved ensured quality 

of use of time, and there were certain rules in force during specified time periods, such as the 

times of day when the Matron would allow the therapists on the wards to see their patients and 

what may be done as therapy on the wards. Therapists serving multiple sites also had their time 

allocated between the sites and were given time to travel and gather up the supplies needed for 

the particular venue they were visiting. There was an expectation that the therapist would arrive 

on time for therapy sessions with what was needed for the occupational therapy interventions. 

Another way of subtle disciplining was the wearing of a uniform. Once trained, registered OTs 

were identified by wearing a uniform and a badge issued personally to them (Gordon et al., 2009). 

It seems to have been sold to the therapists as an honour, and the badges issued became precious 

possessions. For example, Hazel Skilton proudly associated her badge with her occupational 

therapy registration number: ‘1’ as the number is recorded in a customised inscription on the back 

of the badge (Gordon et al., 2009; Skilton, 1981). 

Discipling through text 

Foucault argued that a “corpus of knowledge” (Foucault, 1972, p. 36) is the product of discourse 

constructed from a system of, and relations between, utterances, statements and texts (1972). 

Discourse is disseminated in many ways, for example, it may be conveyed in writing and then 

read, both silently and aloud, verbalised through the spoken word and seen through visual images 

and physical actions. Discourse also circulates through the practices of teaching, training and 

observation, is distributed within processes, rules, regulations and legislation, and so gives rise to 

professional, institutional and client knowledge. Early OTs received their knowledge in many 

different mediums, but what survives is written text. Analysis of the text reveals the techniques 

of discipline used on them so that they would behave in particular ways. 
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One such example of written discourse in action, intended to produce appropriate practice 

behaviours from early OTs, is the seminal textbook Theory of Occupational Therapy (Haworth 

& Macdonald, 1946), written by Mary Macdonald, founding Principal of Dorset House School of 

Occupational Therapy, and Norah Haworth, UK Industrial Medical Officer. Within six years of 

the original 1940 printing, it had already reached the 2nd (1944) and 3rd (1946) edition. Along with 

later versions written solely by Macdonald, this was the primary reference for OTs and students 

in New Zealand prior to access to an American occupational therapy textbook by Willard and 

Spackman (Gordon et al., 2009), also considered an occupational therapy ‘bible’. From 1947, 

Willard and Spackman’s Principles of Occupational Therapy sat alongside Hawthorn & 

Macdonald as a source of additional primary knowledge (Gordon et al., 2009). This early 

American text and its successive editions also produced terminology and knowledge essential for 

effective management and administration of a department, as well as scope of practice, applied 

principles of practice, use of therapeutic activities, equipment for rehabilitation and therapy for 

specific conditions and age groups (Willard & Spackman, 1954). 

These texts visibly constructed and disseminated specific knowledge that positioned the 

behaviour of OTs within a biomedical framework. They acted as collections of discursive 

guidelines and procedures which generated the professional subjectivities and subject positions 

of early OTs resulting in practice behaviours that enabled them to ‘correctly’ set up their work 

spaces and produce ‘the right’ patient assessment and treatment interventions to use with their 

patients. They therefore laid out the professional conduct expected of both trainee and qualified 

OTs, and through myriad rules and procedures disciplined OTs to produce the desired, normalised 

behaviours considered appropriate for practitioners at the time. 

Discipling examples from Haworth and Macdonald, 1946 

Examples of discipling included rules, associated scope of practice, patient prescription, working 

collaboratively and individual-focused care. Significantly, the text made clear the importance of 

holding true the specific scientific knowledge that would align occupational therapy practice with 

the biomedical model taken up by physicians and nurses. OTs were to draw on their study of 

anatomy, surgical and orthopaedic interventions and biological diseases, as well as knowledge of 

‘mental’ conditions and psychology; all areas of knowledge relative to the conditions referred to 

OTs at the time. Also included were protocols associated with departmental organisation and 

functioning, such as staffing, safety protocols, equipment modification, correct use of treatment 

modalities, patient documentation and record keeping. Economic prudency was reinforced 

through advice on how to conduct departmental stocktaking, recycling of unwanted materials 

from other hospital services, sale of goods and keeping track of staff and patients through 

timetables. Within the pages, tiny, contained glimpses of behaviours aligned with the overarching 

practices later claimed by clinical governance frameworks were surfacing. Chapters were also 

constructed from statements concerned with how to ‘do’ occupational therapy with the use of 
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craftwork as a modality. Additionally, guidelines on the use of modified equipment and how to 

do associated activities were described. 

Individual patient focus 

Haworth and Macdonald (1946) also instructed practitioners to focus on the patient by conducting 

initial interviews to find out about each person, their interests and occupations. The OTs were 

then required to identify and engage patients in appropriate activities that, preferably, patients 

themselves were interested in, such as ward-work instead of crafts; and for men, “give a man 

manly work” (p. 83) rather than female crafts. More often than not, though, in practice, it appeared 

that patients initially needed persuading to engage in the activities on offer in the occupational 

therapy department (Skilton, 1981). 

New Zealand OTs were also expected to demonstrate pastoral care (Foucault, 1982b) by ensuring 

that “every patient is treated as an individual” (Walden, 1941, p. 1). Although individual patient 

focus is not the same as the clinical governance understanding of client-centred practice, it was, 

nonetheless, the practitioner focussing on knowing the patient as a person and producing a 

treatment plan of bespoke occupations aimed to improve that person’s condition. The 

occupational therapy domain, therefore, in New Zealand institutions where OTs were located, 

was to identify ways that people, such as soldiers, could be motivated, engaged and enabled to 

participate in occupations as part of their recovery programme. The effects of their doing extended 

from the hospital into society, as patients were able to return more quickly to their roles in the 

community and workplace, thus contributing to the status quo of New Zealand’s economic cycle 

and the health of the population. 

Management: Records, documentation; budget and accounts 

Haworth and Macdonald (1946) produced many statements that laid out the rules of departmental 

management, and was a study in discipling the behaviour of both OTs and their patients. For 

instance, their textbook advised that occupational therapy patient documentation containing 

medical details, planning, treatment record and outcomes should be written and kept in the 

occupational therapy department. The OT was also advised to produce her own timetable and 

construct patient timetables. The textbook also included pictorial examples of early prescription 

forms, checklists and assessments, invoices, sales receipts that showed students and readers how 

these documents could be clearly laid out. See Figure 8. 

Patients were initially interviewed so that they could be told about occupational therapy and asked 

to try it for a week. Therapists gathered personal, work and environmental information, and as 

appropriate, assessed body parts and behaviour, depending upon the prescription. The therapist 

could measure the patient’s performance in the assessment and compare with the ‘normal’ concept 

of the functioning body, noting limitations of function and forming the baseline of treatment. The 
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treatment plan needed to align with the doctor’s prescription, but could be adapted to the 

individual needs of each patient. Each treatment session was recorded and progress reports written 

for the doctors. 

Figure 8. Sample record sheet and report revealing treatment plans for rehabilitation of physical 
injuries (Haworth & Macdonald, 1946, pp. 128-129). Orphaned work. 

In addition to careful record-keeping, the ability to engage in prudent budget management was 

considered to be an essential behaviour for all OTs, “an ingenious occupational therapist will be 

able to keep down the expenses of her department” (Haworth & Macdonald, 1946, p. 136) with 

“careful expenditure on equipment and materials” (p. 100) and realising “the importance of using 

waste and use of discarded materials from other departments in an occupational therapy 

department” (p. 123). However, there needed to be a balance between prudency and patient need, 

“economy is essential… but never at the patient’s expense”, as “the purpose of the department is 

to heal the patients and never to make money” (p. 135). Stock-keeping examples included cutting 

cane to a specific length; lining up all the fabric stock on the shelves; keeping track of all tools, 

counting everything to the last needle (Gordon et al., 2009) during regular stock takes and the 

“weekly thrift ritual” (p. 108) of making something from nothing. These examples indeed show 

how OTs were expected to take some fiscal responsibility for the service they provided, although 

at a local, departmental level, rather than from the viewpoint of the organization keeping within 

a government budget or gatekeeping population healthcare provision. 

Finished craft products had several outcomes associated with fiscal responsibility. For instance, 

fabric woven by patients could then be sewn into items that they could purchase and give as 

presents or sold by the occupational therapy department to recoup the cost of the materials 

(Auckland Correspondent of the New Zealand Freelance, 1940; Maling, 1944). Strict rules were 
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associated with selling patient’s products and it was essential to keep a record of monthly 

accounts, including a record of equipment and materials ordered and received to make the 

products, as well as any products sold. A system of accounts included keeping a work book, stock 

book and issue of receipts so that all goods were accounted for (Maling, 1944). Careful 

organisation of the department with an emphasis on display of completed patient work was also 

a priority because it was visible evidence of occupational therapy treatment outcomes and visitors 

were often shown the display (Maling, 1944). The early examples show that for OTs, direct fiscal 

concerns are not new; practices that demonstrate fiscal responsibility are also present in healthcare 

delivery post-2000, but they take a different form in the present, for example, eligibility associated 

with equipment allocation and rationing. 

Disciplining through space allocation 

OTs were allocated defined spaces in which to work., with the occupational therapy department 

being the main space. The discourses suggest that they were located in the grounds of an 

institution or, in one example, in the basement of a hospital (Gordon et al., 2009). The departments 

were fitted with adapted equipment designed to meet the needs of specific occupational therapy 

patients. For example, handles and slings could be used to adapt weaving looms while the seat on 

a bicycle fretsaw could be adjusted to desired knee range of motion (Figure 9). 

Figure 9. Adapted equipment examples (Haworth & Macdonald, 1946). Orphaned work. 

Staff and supervised patients effectively built their own workrooms (Buchanan, 1972/1990) from 

disused looms and spinning wheels which could be modified in multiple ways for use with 

patients. Repurposing them provided heavier wood shop occupations as well as actually using the 

looms to weave lengths of fabric from the spun wool. In essence, it was quite an industry. Weaving 

and spinning provided both physical, social and cognitive therapy and the work could be graded 

according to the ability and goals of the individual patient. 
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Although OTs carried out most of their work in the department, they also oversaw activities on 

the wards, encouraging nursing staff to engage patients in craftwork such as rugmaking, small 

loom weaving, basketry, needlework and preparation of old materials for reuse, like winding 

knitting wool into balls, or making cloth strips for rag rugs. In sanatoria, these activities were 

aimed to “provide an adequate variety of occupation, which, besides being useful, will keep 

patients employed and out of mischief, and will into introduce into the ward an atmosphere of 

industry in place of one of quarrelling, noise and strife” (Haworth & Macdonald, 1946, p. 30). 

The activities needed to be such that they would not be messy, did not take up room or be 

considered a nuisance to nursing routines or break ward rules set by Matron. If the rules were 

broken, then the OT could expect recourse from the charge nurse of the ward, likely a reminder 

that occupations needed to be restricted to those which were clean and tidy. 

Constructing, disciplining and punishing the ‘naughty ones’ 

Discourses making visible the practices used to discipline OTs who did not comply with the rules 

are rare in the texts studied. Some statements bring to the fore the verbal criticism produced by 

senior colleagues where the physical appearance of the therapist was not acceptable, causing 

stress to the recipient. Another statement addressed a situation where a student who became 

pregnant while unmarried left the training (Gordon et al., 2009), the assumption being that it was 

not because she was pregnant, but unmarried, and that was unacceptable behaviour in the 

production of the ideal OT43. Unqualified people practicing without training and registration was 

a Board issue that resulted in the Board producing and sending letters to the agency in question 

requesting clarification of situation (NZOTRB, 1956). Where the rules had been breached, the 

agent was requested to stop practicing in the manner of an OT (NZOTRB, 1957, p. 138). 

However, sometimes there was collusion and protection. One OT wanted to move to another 

hospital prior to completion of her bond, and found a way to do this without asking the Board for 

permission. When the superintendent visited the hospital to talk with her, she hid in the rafters of 

the occupational therapy department, her Head OT not letting on to the visitor. She was called 

down when the superintendent had left – and transferred to her new hospital (Gordon et al., 2009). 

Subject positions 

The professional subjectivities of New Zealand OTs were created from international constructions 

of occupational therapy produced from a discourse favouring the belief that active participation 

in “productive work” (Stanton Woods, 1946) and occupations are essential to health. 

Furthermore, the training of the first New Zealand OTs was constructed and overseen by a British 

trained OT, while their occupational therapy reference manuals were also from overseas authors 

in the UK and later America (Gordon et al., 2009). However, social, political and economic 

43 Even in 1981 at Dorset House, there was some resistance to me, pregnant at the time, being allowed to remain and 
complete my training and exams. The Principal, Miss Edwards, fully supported me and enabled me to participate in 
class and take the exams, so that I became an OT. My view in retrospect is that she demonstrated she was an OT to 
the core, and I have never forgotten her kind actions and practices. 
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discourses produced from within New Zealand society also influenced OTs’ subjectivities and 

subject positions. Close reading of the texts available to me from this early period have revealed 

the construction of a number of subject positions that, I believe, played a prominent part in the 

way OTs conducted their practice at the time: 

• Doing it our way: A self-defining profession 
• Holistic and creative problem solvers pushing boundaries 
• Creators of mysterious practices: the power of silence 
• Providers of humanising, individual-focused patient care 
• Constructors of patient conduct 
• Protectors of our patch: Organisation, safety and prudent work practices in the department 

Doing it ‘our own way’: A self-defining profession 

Discourses suggest that OTs were not necessarily close team players. They favoured autonomy 

and use of their own clinical judgement when carrying out daily practices with patients. In many 

ways, they were distanced from other professionals; they were not purely adherent to biomedicine 

but took a broader perspective of the body and mind within the environment. They communicated 

when necessary, with other professionals, particularly nursing staff, but more to ensure that staff 

were available to carry on activities with patients when the OT was not on the ward, rather than 

collaborating in combined treatment. This subject position could be constructed as ‘doing it our 

own way’. 

It is possible that OTs needed to construct themselves as autonomous because they sometimes 

appeared to be marginalised by other professions. To the untrained eye, early occupational therapy 

practices may have seemed like ‘common sense’ or labelled as the work of young female ‘do-

gooders’ providing ‘entertainment’ for patients. It was not direct healing of the flesh. Therefore, 

practitioners had to resist criticism and bravely introduce methods of treatment at odds with 

conventional medical practices using modalities such as arts and crafts, music, dancing, singing 

as well as participation in self-cares, home management, use of adapted equipment and 

wheelchairs. Skilton (1981) indicated that the profession’s reward for persisting with its unique 

approach to treatment was the production and distribution in 1945, of “certificate(s) of 

proficiency” (p. 16) for completion of training by writing a thesis. This certificate classified them 

as “qualified” OTs (p. 4 & 16). Skilton’s statements suggest that the certification process was a 

visible recognition of occupational therapy’s successful contribution to healthcare at that moment 

from “medical, nursing and physiotherapy …as well as the public” (p. 16) so it would seem that 

‘doing it our own way’ produced the re-enablement outcomes desired of the government in spite 

of a sometimes, uneasy relationship with other professions. 

Holistic and creative problem solvers pushing boundaries 

The first graduates started occupational therapy in New Zealand a long way from their British-

originated training. Hazel Skilton (née Barton) recalled, “we had no [New Zealand] models to 
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follow and had to rely on our own initiative and ingenuity” (Skilton et al., 1990, p. 8). The early 

therapists, out of necessity, had to use their initiative together with trial and error problem-solving 

in order to produce custom treatments that would motivate and enable a mix of people from 

diverse backgrounds, experiences, abilities and skills to participate in activities thought to be 

beneficial for their individual recovery needs. OTs also had to be mindful of the prescribing 

doctor’s expectation of successful outcomes where, biomedically, patients needed to be ‘cured’; 

hence the label ‘curative workshop” to describe the occupational therapy department (Haworth & 

Macdonald, 1946, p. 65). Their holistic approach to therapy meant that there was a wider scope 

of options to bring into occupational therapy treatment as underscored by the statement, 

“Occupational therapists can justly claim to be among the first professional groups which carried 

over the clinical knowledge and insights of psychiatric work into the wider fields of health 

services” (Mirams, 1972, p. 9). This carry over of knowledge into other areas of practice produced 

custom solutions for individuals who needed more than purely medical intervention to recover 

from physical injury. 

Creators of ‘mysterious’ practices: The power of silence 

While certain colleagues clearly understood the role of OTs and celebrated their success with 

patient rehabilitation (Emery, 1956), there was still a mystery or lack of understanding attached 

occupational therapy practice for some (Skilton, 1981). OTs were not necessarily effective 

collaborators with other professionals (Andrews, 1955) so their role was not always understood. 

Poorly recognised, for example, was the concept of treating patients from an environmental, 

humanistic44 and holistic viewpoint (Andrews, 1955; Skilton, 1981). Furthermore, the use of 

crafts as treatment modalities rather than teaching crafts as skills for employment, also appeared 

to be anathema for some (Andrews, 1955; Skilton, 1981). OTs seemed to keep the knowledge and 

reasoning behind their practices to themselves, suggesting the presence of a silence and mystery 

surrounding occupational therapy behaviour at the time. 

For Foucault, visible silence is powerful; he argues that silence exists before discourse (Foucault, 

1978, p. 27) and is a shelter from power as well as sheltering power (Foucault, 1978, pp. 100-

101)45. Thus, there are benefits to being ‘silent and mysterious’, and it could be argued that OTs 

protected and sheltered their power by remaining silent on the knowledge and reasoning 

informing their practice. Additionally, by keeping silent and mysterious, where necessary, they 

could engage in “underground practice” (Mattingly & Hayes Fleming, 1994a, p. 296; Silcock, 

2018, p. 16), which, while not documented, benefitted their patients. These were not always in 

 
44 Humanism: Recognition of the value of personal autonomy and human dignity (Wilcock, A., & Hocking, C. 
(2015). An occupational perspective of health (3rd ed.). Slack. ) 
45 According to Foucault: “Discourses are not once and for all subservient to power or raised up against it, any more 
than silences are... Discourse transmits and produces power; it reinforces it, but also undermines and exposes it, 
renders it fragile and makes it possible to thwart it. In like manner, silence and secrecy are a shelter for power, 
anchoring its prohibitions; but they also loosen its hold and provide for relatively obscure areas of tolerance.”  
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line with organisational rules or approved by other professionals, due to being outside accepted 

guidelines and rules. Although there was an expectation to focus practice within a biomedical 

framework, these underground practices could be justified by OTs that: 

To be a good professional in attending to the meaning of disability and to elicit 
the strong commitment of clients, therapists were drawn to broaden the scope 
of clinical problems, addressing many ‘real life’ issues that did not yield neat, 
precise, or measurable outcomes. (Mattingly & Hayes Fleming, 1994a, p. 296) 

An early example of this mildly resistant behaviour was an account where OTs gained medical 

permission to take out patients for the day under the pretext of looking for and collecting lichen 

to use in making dye. Not said was that it actually provided an opportunity for the group to enjoy 

a day outdoors, excellent for mental and physical health and mixed-company socialisation, rather 

than the narrow purpose of gathering lichens for crafts (Gordon et al., 2009; Skilton, 1981). 

Providers of humanising, individual-focused patient care 

Historical documents repeatedly suggest that there were a number of humanitarian characteristics 

associated with OTs and the way they practiced, including patience, kindness, compassion and a 

sense of humour (Gordon et al., 2009; Skilton, 1981): “What allowed us to work naturally with 

these patients was our daily experience of small human incidents; some were amusing or hilarious, 

some tender and others showed deep compassion” (Skilton, 1981, p. 13). Patients were 

constructed as human entities whom OTs understood as individuals with unique characteristics 

and needs. Engagement with patients over time enabled practitioners to observe first-hand the 

behaviours and capabilities of their clients, that, when reported back to the physicians, assisted 

the doctors to make discharge decisions associated with returning patients to their communities 

including referral46 to other training initiatives that might lead to a return to paid work. OTs’ daily 

practices were focussed on identifying and providing appropriate individualised activities for 

patients to ‘do’, as, “every patient is treated as an individual” (Walden, 1941, p. 1). After receipt 

of the prescription, the patient would be interviewed, and a plan of treatment drawn up from the 

patient’s interests, aligned with what was available to do in the department, with individual-

focussed care aiming to support the patient’s goals. 

Constructors of patient conduct 

The discourses in the documents produce OTs as creators and enforcers of docile bodies. 

Statements reveal that they observed, measured, persuaded, kept records and reported on people 

in their care. Patients were subjected to interviews and then observed through the process of 

“supervision” during their regular sessions in occupational therapy. Their progress was 

continually measured and recorded in departmental notes while verbal and written reports were 

 
46 Referral: “to direct a source for help or information… more like a request for consultation” (Reed, K., & 
Sanderson, S. (1980). Concepts of occupational therapy. Williams & Wilkins. (p. 117)) 
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communicated to the doctor. They persuaded patients to engage in activities that might not have 

been naturally selected by the patient in order to change behaviour; to construct “quieter” 

(Auckland Correspondent of the New Zealand Freelance, 1940, p. 10) patients on the wards, 

needing less management from the nursing staff, as well as to reconstruct patients’ minds and 

bodies in order for them to be able to reengage with society as desired by the government. Their 

disciplinary methods included timetables for patients and progression through the stages of 

rehabilitation, as well as reporting on the behaviour of each patient. 

Protectors of our patch: Organisation, safety and prudent work practices in the department 

Patients were kept physically safe in the department by careful supervision either by the OT or 

by the technicians. Infection control was acknowledged by disinfecting articles made by patients 

in “accordance with health department regulations” (Johnson, 1945, p. 8) prior to selling them. If 

the patients were to be taken out by OTs, they needed to have permission from the doctor to do 

so (Gordon et al., 2009, p. 202). As financial resources were limited, of necessity, OTs had to be 

prudent recyclers of materials and equipment. They produced therapeutic tools from discarded 

equipment and materials (Skilton, 1981) such as looms from butter boxes, knitting needles from 

wire, spinning wheels from discarded sewing machine wheels and buttons from toothbrush 

handles (Rosser, 1956; Rutherford, 1972). In fact, “any available timber, discarded rusty reeds 

from a woollen mill (for looms) and discarded sewing machine wheels (for spinning wheels) 

…(they) built their own workroom” (Buchanan, 1972/1990, p. 7). Discarded materials from 

industry were also utilised (Woodwork Instructor Rotorua Hospital, Circa 1945). Early OTs’ 

therapeutic interventions were contingent on what they had available in their environment, rather 

than a planned protocol of what to do. 

Summary 
In this chapter I have provided a genealogy of early occupational therapy. Biomedical discourses 

were dominant, producing medical knowledge and status that empowered physicians to both lead 

medical institutions and make management decisions on care provided, such the construction of 

the conditions for the OT profession to emerge in NZ. I have looked at how the profession 

emerged, how OTs were produced and disciplined, how they were governed and resisted 

governance from medics to professionally govern themselves. I have also considered how they 

influenced the conduct of their patients. Importantly, I have identified the subject positions that 

are important to me from this early manifestation of occupational therapy practice. The next 

chapter will address contingent events, where I consider how shifts in social, political and 

economic discourse enabled the emergence of the DHBs and the construction of a clinical 

governance framework within them. Importantly, I consider how discourse of the moment might 

have influenced occupational therapy practice by making visible prominent occupational therapy 

subject positions produced from statements located within discourse situated within the texts 

studied. 
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Chapter 6  Contingent events 

What makes power hold good, what makes it accepted, is simply the fact that 
it doesn’t only weigh on us as a force that says no, but that it traverses and 
produces things, it induces pleasure, forms of knowledge, produces discourse. 

– Michel Foucault, Truth and Power

Introduction 
Clinical governance emerged as a solution to questionable safety and quality of healthcare 

delivery. It sought to fix siloed behaviours, the escalating cost of healthcare provision, and 

prevention of ‘bad apples’ – clinicians engaging in unsafe practices. Through the construction of 

clinical governance frameworks, practice boundaries and norms would be established so that 

practices could be regulated and moderated and clinicians could be disciplined to follow DHB 

preferred behaviours. 

Clinical governance is not static; it shifts and takes up ideas and practices from multiple healthcare 

delivery discourses circulating in society, while discarding others. Economic, quality and safety 

of healthcare delivery, biomedical, individual responsibility and accountability, continuous 

professional learning and best practice, teamwork and communication and client-centred, 

bicultural, equity-focussed approaches are all discourses that together, constitute clinical 

governance. Clinical governance is therefore a discursive object that can be reconstructed in 

response to contingent events, as new healthcare delivery problems emerge and new solutions are 

sought in an attempt to solve these surfacing problems. The preferred discourses (listed above) 

that construct clinical governance act to change practitioner conduct and practices so that their 

practices are in line with the preferred knowledge and beliefs held by the health organisations in 

which the practitioner works, in this case, the DHBs. 

This chapter introduces selected medical, social, political and economic documents that shaped 

healthcare delivery in New Zealand in the pre/early 2000s. Together, the texts produced and 

enabled the emergence of clinical governance within healthcare organisations. The cluster of 

discourses they contain (as above) come together to produce a quality framework designed to 

ensure that healthcare workers, including OTs, behave in particular ways in order to provide safe, 

cost effective healthcare services. I focus on what was done in the attempt to produce this 

overarching, cohesive system of quality47 improvement in the New Zealand health system through 

47 Gauld in The new health policy (2009a) points out that ‘quality’ means different things to different people. From a 
Foucauldian viewpoint, there will be a plurality of understandings and it will depend on how certain subjects are 
positioned in relation to others as to what discourses they take up. Taking Gauld‘s examples of a patient, health-
worker and a manager (p.43-44), ‘quality’ understood from the subject position of a patient, would likely focus on the 
take up of prominent discourses featuring patient experience and what is done to the patient. Likewise, a health-
worker will more likely take a subject position where quality is understood as the type and amount of care that can be 
provided to the patient. Managers, on the other hand, will probably hold a subject position related more to risk 
minimization and value for money as their understanding of quality. 
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the take up and application of clinical governance in DHBs in the early 2000s. In this first of two 

chapters, I initially provide an overview of clinical governance as constructed by the medical, 

political and legal authorities of delimitation in the UK. I then look at the construction of quality 

frameworks in New Zealand and how additional legislation shaped the construction of clinical 

governance in the New Zealand context. The subsequent chapter will examine the rise of 

professional governance as its adjunct. 

I am also interested in the way the occupational therapy profession responded to the neoliberal 

thinking that influenced models of healthcare provision prior to Moment 1, through the analysis 

of a number of investigative documents commissioned by the (then) New Zealand Department of 

Health and Department of Education. As a result, I argue that the profession essentially 

acknowledged the implications of neoliberal thinking on occupational therapy practice, 

particularly the government’s emphasis on “decentralisation”, “cost-effectiveness” and 

“consumer-driven” delivery of healthcare (Department of Education, 1988, p. 63). Their response, 

in effect, prepared them for the influx of clinical governance discourses into DHBs within 

Moment 1, which were also flavoured by neoliberalism. 

Prior conditions 

Multiple discourses questioning the quality of international healthcare provision were at work 

prior to the actual emergence and naming of the discursive formation, ‘clinical governance’, and 

its plurality of definitions. For example, in the late 1980s, the World Health Organization (WHO 

Working Group, 1989) was concerned with the integration of quality assurance principles, such 

as, “professional performance (technical ability), resource use (efficiency); risk management (the 

risk of illness or injury associated with the services provided) and patient satisfaction with the 

services provided” (1989, p. 82). The implication was that these early practices tended to be 

engaged in autonomously alongside each other, by professions and hospital departments who 

were siloed in their approach, rather than working as a cohesive, closely inter-related system. 

There was no formal framework specifically designed to connect the internal parts of an 

organization together as an integrated, interdependent whole. Additionally, few processes had 

been constructed to enable close scrutiny of what was done to patients by healthcare professionals 

and the outcomes. Furthermore, the cost of healthcare provision available to every person in 

society was becoming prohibitive. 

Clinical governance frameworks were constructed partly to address these perceived healthcare 

delivery system problems. These were an attempt to reform quality and safety of health services 

through accountability and continuous improvement practices within healthcare organisations 

(Australian Commission on Safety and Quality in Health Care, 2017; Brown et al., 2009; Gauld 

& Horsburgh, 2017; Scally & Donaldson, 1998). In effect, the framework produced a shift to a 

system of governance within publicly funded health boards and their institutions, producing a new 
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set of normalised behaviours alongside professional governance, thus having implications for the 

subjectivities, subject positions and practices of OTs in the present. 

Emergence of clinical governance 
The UK National Health Service (NHS) has been designed to be funded wholly from tax revenues 

(Portillo, 1998; Rivett, 2015), providing access to healthcare for all, regardless of ability to pay, 

but over time, limited revenue from taxes led to underfunding of the service (Portillo, 1998). 

Escalating cost and serious medical scandals created the conditions whereby discourses surfaced 

questioning the management of healthcare delivery. The ‘New Labour’ government’s white 

paper, The New NHS (Department of Health, 1997) brought about major changes to the structure 

of the NHS (Scally & Donaldson, 1998), in line with neoliberal thinking (McGregor, 2001). 

In contrast, New Zealand’s public healthcare service was and continues to be structured 

differently from the UK, being only partially funded through taxes. Secondary healthcare - 

hospitals and associated services - became free under the Social Security Act 1938, currently 

representing over 75% of Ministry of Health spending (Ministry of Health, 2016), but primary 

healthcare has continued to remain in the private sector, due to resistance from general 

practitioners (GPs). The ‘user pays’ GP visits were and are only partially subsidised (Belgrave, 

2011b; New Zealand Parliament, 2009), but in partial redress, the Accident Compensation 

Corporation (ACC) was created by the Accident Compensation Act 1972 (Accident 

Compensation Corporation, 2014a). Its function is to provide comprehensive, no-fault personal 

injury cover for healthcare as a result of accidental injury (Accident Compensation Corporation, 

2014b)48. However, as in the UK, discourses concerning the inexorable rise in cost of healthcare 

services in New Zealand, as well as the country’s own medical misadventures, continued to 

dominate discussion in political circles (Ashton, 1996). 

Economics and competence 

Alongside advocating individual responsibility, neoliberal discourses are concerned with 

efficiency and cost, and these discourses are also present in clinical governance. Here, clinicians 

are expected to practice careful use of resources and demonstrate financial prudency by limiting 

intervention, or service delivery, to only what is needed, rather than improving quality of life. A 

startling example of this (from the perspective of OTs) was found in the 2003 Accessable 

Specialised Assessor Equipment Manual: “If the equipment will only improve the quality of life 

for the person, this is classified as desirable and does not meet the eligibility criteria” (Accessable, 

2003, p. 3). A related issue is that of professional competence: a raft of papers were produced on 

behalf of the UK government in response to the discourses exposing costly, yet questionable care 

in areas as diverse as human organ management (Redfern et al., 2000), poor management of 

 
48 Primary healthcare and ACC are outside the scope of this thesis, it is only concerned with secondary healthcare 
provision by the government Department of Health, i.e. DHBs. 
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cardiac services (Bristol Royal Infirmary Inquiry, 2001), and Shipman, the GP found to have 

murdered his patients (Smith, 2005). The discourses in these reports constructed practitioner 

accountability and competency as inadequate. 

In addition to these investigative reports, suggestions were already being made to remediate the 

kind of problems that subsequently surfaced within them, evidenced by documents, such as The 

new NHS (Department of Health, 1997), and A first class service (Department of Health, 1998b), 

a trend which continued with follow up recommendations after the Shipman Inquiry: Good 

doctors, safer patients (Department of Health, 2006). Importantly, the late 1990s documents 

already described both a clinical governance framework and its components: the first 

acknowledgement in the UK that clinicians effectively held two roles; as a clinician, and as a 

participant in, or driver of, quality improvement. Implementation was also addressed in A first 

class service: “Effective clinical governance will make it clear that quality is everybody’s 

business” (Department of Health, 1998b, para. 3.8), and the subsequent Clinical governance: 

Quality in the new NHS (The Chief Medical Officer, 1999). 

Early clinical governance organisational frameworks were intended to create a systems approach 

to continuous improvement of service quality, and the safeguarding of high standards of care 

(Scally & Donaldson, 1998). There was emphasis placed on responsibility, accountability, quality 

improvement activities, risk management, identification and remediation of poor performance 

(Department of Health, 1998b, para. 3.11-3.12) as well as development of an organisational 

culture committed to lifelong learning and continuous professional development (para. 3.28). 

Medical staff became part of management teams, introducing clinical responsibility and 

leadership for service quality (Haxby et al., 2010). 

In New Zealand too, problems emerged in the healthcare system concerning questionable 

practitioner competence. Spaces opened up providing opportunities for governmental responses 

with the aim of ensuring that incompetent health practices would not recur. Both the Cartwright 

Inquiry, 1988 (Women's Health Action, 2014a) and the Gisborne Inquiry, 2001 (Women's Health 

Action, 2014b), recommended health reforms intended to improve the safety of healthcare 

delivery in relation to the diagnosis and treatment of cervical cancer. The Cartwright inquiry, in 

particular, identified conflict between clinical staff and management (Wright et al., 2001). The 

findings also noted that there was a failure to act in the interest of patients by not recognising the 

dangers and risks associated with the treatment given. The Cartwright report additionally 

highlighted concerns regarding poor standards of care, informed consent and patient education, 

as well as health practitioners failing to work as a team and not having the courage to speak up 

(Cartwright, 1988). The Gisborne Inquiry revealed the absence of accreditation and quality 

control processes, such as audit, monitoring and assessment for labs; at the very least, more than 

a decade after Cartwright, quality and safety assurance was still a problem in healthcare provision 
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(Women's Health Action, 2014b). Authorities of delimitation in New Zealand now looked to the 

UK healthcare system for discourses that addressed quality, safety and competency assurance. 

International surfaces of emergence 

The initial model of clinical governance emerging from the UK aimed to construct healthcare 

delivery as constituted from a connected, rather than siloed, framework of multiple discourses 

(Scally & Donaldson, 1998), as shown in the original ‘Temple’ model diagram, Figure 10. 

Figure 10. ‘Temple’ model: The building blocks of clinical governance. (Stonehouse, 2013). 
Copyright 2013 by the British Journal of Healthcare Assistants. Reprinted with permission. 

When analysing the documents I had selected for Moment 1, I looked for statements that made 

visible the discourses associated with this model of clinical governance, which I considered would 

signify the presence of a surface of emergence – a site where discourses are at play, creating a 

space for phenomena to emerge. I took this original clinical governance model and thought about 

how they might appear in the documents (the analysis is shown in Appendix D). 

The discourses in clinical governance also held the potential to construct multiple techniques of 

surveillance to make visible what people were doing in their daily practices to ensure 

“professional performance (technical ability); resource use (efficiency); risk management (the 

risk of illness or injury associated with the services provided); patient satisfaction with the 

services provided” (WHO Working Group, 1989, p. 82). The actual “surface of emergence” 

(Foucault, 1972, p. 45), when ‘clinical governance’ was named, emerging as a discursively 

formed object, is within the UK government’s white paper, The New NHS (Department of Health, 

1997, p. 24, para. 3.6). The government used its position as an ‘authority of delimitation’ to speak 
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and direct what would happen to healthcare provision in NHS hospitals. Prominent statements in 

the text carried messages that the construct, “clinical governance”, was to “ensure that clinical 

standards are met, and that processes are in place to ensure continuous quality improvement, 

backed by a new statutory duty for quality in NHS Trusts” (1997, p. 24, para. 3.6). 

Multiple discourses brought together in this document produced another construction, the “third 

way” (2.2) of running the NHS. Biomedical discourses emphasised a behavioural focus on the 

”needs of patients” (1.5), through the practices of “integrated care” (1.3), “partnership” (2.4), 

“efficiency” (2.4), “excellence” (2.4), fiscal management and “quality” (3.15). Technological 

discourses also made prominent the importance of the development and use of technology in 

healthcare for the benefit of both staff and patients for communication and record keeping. Further 

statements in the text made visible the intention to construct and activate disciplining mechanisms 

to be enacted on all health-workers in the NHS. The purpose of these mechanisms was to ensure 

all workers were aware of, and understood, that quality care was the core of their work and that 

all workers would need to take up the responsibility to provide quality care (6.12) within their 

everyday practices. Glimmers of plans to develop and utilise technologies of discipline and 

surveillance to produce docile bodies behaving in a certain way within a remit of clinical 

governance surfaced in this paper. The object, ‘clinical governance’ was constituted to ensure the 

following activities would be taken up and normalised into daily practices: 

• Clinical audit and quality improvement processes
• Development of leadership skills
• Use of evidence-based practice
• Risk reduction initiatives
• Root cause analysis of adverse events, with changes made to prevent recurrence
• Complaint investigation
• Identification and management of poor clinical performance
• Provision of professional development opportunities
• Collection of data for quality monitoring purposes and comparison across the NHS
• Development of policy to ensure equal access to quality care for all.

Although this document provided an indication of the surfaces of emergence whereby clinical 

governance was named and constituted, it did not provide a succinct definition, but instead, 

provided opportunities for the construction of multiple definitions. 

A plurality of definitions 

The British document, “New NHS, modern, dependable” (Department of Health,1997) constructs 

an early vision of clinical governance and what it is for, but does not necessarily provide a succinct 

definition. Subsequently, there have been a plurality of definitions proposed to describe what 

clinical governance is. One is perhaps the earliest, and most quoted UK definition, that was taken 

up in New Zealand: 
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Clinical governance is a system through which NHS organisations are 
accountable for continuously improving the quality of their services and 
safeguarding high standards of care by creating an environment in which 
excellence in clinical care will flourish. (Scally & Donaldson, 1998, p. 62) 

Although their definition stresses ‘environment’ and ’excellence’, in order to clarify the definition 

further, Scally and Donaldson (1998) later referred back to the World Health Organization 

Working Group meeting in 1983, linking their definition with the WHO principles of quality 

assurance, i.e. professional performance, resource use, risk management and patient satisfaction 

with the services provided (WHO Working Group, 1989). 

This quote illustrates one definition of clinical governance, but the construction and definition of 

clinical governance shifts from time to time. Attempts are made to fill in gaps when further 

problems in healthcare delivery are identified through discursive statements. The changing 

dominance of discourses within clinical governance frameworks produce new and refreshed 

associated practices to suit New Zealand healthcare delivery as envisioned by the New Zealand 

government. 

Neoliberal economics 
The construction of the New Zealand welfare state and associated healthcare delivery remained 

unchanged for thirty years (Belgrave, 2012). However, the 1973 international oil crisis produced 

a profound economic shock, and solutions were needed to stimulate economic recovery, opening 

up opportunities for world-wide shifts in economic, political and social discourses. The power of 

Welfarism governmentality weakened as emerging political discourses increasingly portrayed the 

health service as expensive, siloed and of questionable quality, bringing in a period of time that 

Gauld (2009a) terms the “reform era” (p. 1). This era, or moment, was heavily influenced by 

neoliberal thinking (Gauld, 2009a), where discourses touting relaxation of state control as a new 

way to promote economic recovery strengthened neoliberal governmentality. These more 

prominent discourses promoted individualism, a free market, and decentralisation (McGregor, 

2001) in line with neoliberal thinking. When applied to the healthcare delivery context, health 

systems were constructed to focus on promotion of individual responsibility rather than 

dependence upon the state, privatisation of services to contain cost, deregulation from state to 

local bodies, aiming for an improvement in quality through local accountability and efficiency 

with faster response to local needs (McGregor, 2001). 

The New Zealand health service had been restructured four times since 1983 (Gauld, 2009b). 

Prior to the introduction of clinical governance, managerial discourses49, taken up from the 

 
49 Managerial discourse: Statements promoted top-down centralised, hierarchical organisational control by managers; 
practices involved prioritising performance, utilising performance management techniques and adherence to 
government and organisational systems. Discourse indicators included statements associated with expenditure, risk, 
cost, clinical, case, conditions, behaviour, system management. 
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business world, replaced clinician-led financial decision-making (O’Reilly & Reed, 2011). 

Healthcare provision led by managers was unpopular with the medical profession as it effectively 

reduced the power the profession could enact, and limited the decisions doctors could make for 

their patients. Medical practitioners, as biomedical authorities of delimitation desiring to reclaim 

power associated with clinical decision-making, favoured the discourses constructing a version 

of clinical governance which prioritised shared leadership in decision-making, including a 

“patient-professional partnership” (Stonehouse, 2013, p. 45), as well as preferring discourses that 

supported clinical excellence, quality, safety, patient experience, accountability and 

responsibility. In response, the Clinical Leaders Association of New Zealand (CLANZ) was 

formed, aiming to “clarify perspectives on clinical governance including appropriate, useful and 

practical terminology and guidelines” (Wright et al., 2001, p. 10). 

Managerialism 

Discourses from neoliberal thinking produced a call in the UK (followed by New Zealand) for 

cost containment and best use of resources in healthcare (Nicholls et al., 2000). As neoliberal 

practices were concerned with the functioning and management of the economy, dominant 

discourses pushing managerial practices came into play, enabling new mechanisms of power to 

be introduced into healthcare delivery from the business sector as an attempt to oversee and 

control spending, while also ensuring the provision of quality services within an allocated budget 

(Gauld, 2009a). It seems to me therefore, at this time prior to Moment 1, managerial discourses 

of this era constructed managers as the new “authority of delimitation” (Foucault, 1972, p. 46) in 

healthcare institutions. Managers enacted power in the form of engaging in practices that enabled 

them to autonomously make decisions about what healthcare would be paid for within the budget 

allocated to them. In essence, they were charged with limiting the provision of care to a finite 

amount of spending, shifting the idea from ‘access to healthcare for all people’, to a more limited 

concept of selected healthcare provision for those who needed it. This effectively contributed to 

the contingent surfacing of the “neoliberal government of health” (Miller & Rose, 2008, p. 76) 

discourse. 

One outcome of managerialism was that professional discourses50 were marginalised, passing into 

the “field of memory”51 (Foucault, 1972, p. 64). Managerial discourse produced a preferred 

knowledge that acted powerfully to reduce the influence of the medical profession within 

healthcare systems52. Doctors lost the autonomy to make decisions about the healthcare provided 

to their patients, producing conflict within practice (Wright et al., 2001). Documents from the 

 
50 Statements associated with the construction of autonomous, expert, client-centred professional practice and 
leadership; considered by O’Reilly, D., & Reed, M. (2011). The grit in the oyster: Professionalism, managerialism 
and leaderism as discourses of UK public services modernization. Organization Studies, 32(8), 1079-1101. 
https://doi.org/10.1177/0170840611416742  as “residual, but still potent” ibid. (p.1079). 
51 Old discourses no longer holding prominence. 
52 An example of a health system in operation is a DHB. 
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medical profession indicated that doctors were concerned about the shift in decision-making 

power which limited their practices (Wright et al., 2001). 

Less is more 

Discourses from neoliberalism as a governmentality have flavoured the clinical governance 

discourses, and the merging of the two produce an interesting dichotomy: while deregulation is 

pursued at a national government level, in order to “govern.. less ...for maximum effectiveness” 

(Senellart, 2008, p. 327) and provide the “freedom to choose” (Miller & Rose, 2008, p. 82), it 

also produces a condition whereby a network of regulations is required within the DHBs to 

efficiently ‘govern more’ through the application of techniques of discipline, because, as Foucault 

claims, “discipline regulates everything” (2007a, p. 45). Therefore, for a framework to operate 

efficiently, close regulation of behaviour is required, leading to the introduction of technologies 

of discipline to ensure that preferred practices are taken up and normalised into daily practices, 

placing much more responsibility on the individual. 

This relationship between the discourses reproduced in the clinical governance documents 

provides one solution to the problem of publicly funded healthcare53 delivery as a somewhat 

devolved system seeking to build partnerships with the private sector, such as Primary Healthcare 

Organisations (PHOs)54 and Non-government organisations (NGOs). It enables the New Zealand 

government to oversee and control what is happening to healthcare delivery nationwide, from a 

distance, through a high-level stance of population health. It also enables a shift away from direct 

political responsibility, by empowering DHBs to construct their own local clinical governance 

frameworks within certain conditions laid down and approved by the government. Essentially, 

the government is removing itself from the logistics of individual health care provision and what 

happens to individuals, and, I would suggest, removing any emotion or humanity from the 

decision-making. It can now look at statistics and make decisions that are considered best for the 

population rather than the person. 

While clinical governance was constructed to focus predominantly on the production of quality 

healthcare and specific types of practitioner subjectivities, it also constructed a particular type of 

client. Clients were now constructed as ‘self-determining’, subjects who could proactively make 

decisions for themselves and set their own goals. This ‘accountability’ discourse was 

foregrounded in the New Zealand Health Strategy (King, 2000). “Active involvement of 

 
53 Includes all health and disability services funded from taxes including public and personal health, mental health, 
early detection and treatment, disability support (Ministry of Health. (2002b). Te pai me te oranga o ngā iwi. Health 
for all people. 
https://www.moh.govt.nz/notebook/nbbooks.nsf/0/7F8B7A230A0B22E2CC256BA60072D1BA/$file/TEPAIMETE
ORANGA.pdf ) 
54 Primary health organisations (PHOs) are funded by DHBs to support the provision of essential primary health care 
services through general practices to those people who are enrolled with the PHO (Ministry of Health. (2011). 
Primary health organisations. Retrieved 25 December, 2020, from https://www.health.govt.nz/new-zealand-health-
system/key-health-sector-organisations-and-people/primary-health-organisations) 
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consumers and communities at all levels: This principle identifies the need to have consumers 

and communities involved in decisions that affect them” (King, 2000, p. 9). The effect of 

neoliberal-flavoured clinical governance discourses, therefore, changed both the construction of 

subjects named as a ‘client’ (or ‘user’ or ‘patient’), their relationship to the healthcare system and, 

by default, with practitioners, who were now required to engage in practices that were ‘client-

centred’. Central to clinical governance frameworks are discourses favouring economic 

awareness and fiscally prudent practices, also upheld by neoliberal governmentality. This 

economic subject position produces practices aimed to ensure that OTs are mindful of the cost of 

the care they provide, particularly when supplying equipment or recommending home 

modifications (Accessable, 2003), or deciding upon the duration of the intervention required to 

produce the planned outcomes or even whether to engage in services at all: “At referral, is [the 

client and clinical] risk and need at an appropriate level to accept this referral?” (Malcomess, 

2005, p. 8). 

New authority of delimitation 
Overseas policies, particularly from the UK, have tended to influence and produce responses in 

New Zealand, that are similar, but not always identical, to those actions that were produced in the 

originating country. At various times, the New Zealand government has reviewed and ‘imported’ 

healthcare policies and practices, and so the concept of clinical governance was analysed in detail 

by those who had the authority to speak in NZ on medical issues. In this case, it was the recently 

formed Clinical Leaders Association of New Zealand (CLANZ), whose members were 

predominantly constituted from doctors and other authorities in related medical professions. By 

prioritising discourses favouring a shared power of clinical leadership with managers within a 

DHB clinical governance framework, this group deployed a discourse of shared clinical 

leadership that would enable them to regain some of the lost power they originally enjoyed, while 

also being seen to support a system redesign considered beneficial for the health of New Zealand 

society, economy and the political requirements of the Labour-led government. 

CLANZ surfaced in 1998 (Wright et al., 2001), challenging managerialism in favour of clinical 

governance, arguing for a more collaborative model of healthcare delivery. After securing funding 

from the New Zealand government, CLANZ researched and produced three advisory papers for 

the government: Clinical leadership and clinical governance: A review of developments in New 

Zealand and internationally (Wright et al., 2001), Clinical leadership and quality in district 

health boards in New Zealand – i.e. the development of clinical governance in DHBs – (Malcolm 

et al., 2002a), and Clinical leadership and quality in primary care organisations in New Zealand 

(Malcolm et al., 2002b). The purpose of these documents was to support the construction of a 

framework of clinical governance discourses, by explaining the benefits of clinical governance, 

with particular emphasis on the importance of joint leadership held between managers and 

clinicians. 
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The Association also constructed a training manual and video, Working together: Face to face 

communication (Clinical Leaders Association of New Zealand and Nga Ngaru Hauora O 

Aotearoa [CLANZ], 2002). The manual was written to be delivered within DHBs “to support 

behaviour change for those who are serious about forming effective relationships in the delivery 

of healthcare services to the people who use the service” (p. 5). It was written to train health 

professionals to communicate more effectively with their patients, however, one of the 

consultants I approached, Dr. Robin Youngson, a former member of CLANZ, who provided a 

copy of the training manual, indicated that take up of the training by DHBs was limited (personal 

email communication, 2017). I found only one reference to the training being rolled out, which 

was in an older adult service at Waitematā DHB (Waitematā DHB, 2004a), otherwise there was 

an absence in the documents to which I had access. 

Managing grassroots change 

Although, on a macro-level, clinical governance can be understood as an overarching construct 

to manage population healthcare, it produces various discursive practices at a micro-level. The 

surfacing of clinical governance in New Zealand about the time of 2003-2005 served a number 

of purposes. The documents signal to me that one reason was an attempt to respond to and manage 

a number of individual clinician practices, considered unsafe, such as those highlighted in the 

Cartwright Inquiry, the Gisborne Inquiry and also the Cull Report55 (Cull, 2001). These two latter 

reviews added to the clinical governance corpus in that it aimed to answer questions raised about 

the patient complaints process in the light of Cartwright and Gisborne, among others. It identified 

problems with the medical complaints process and made recommendations to ensure the 

accountability and responsibility of medical practitioners through changes to a number of 

organisations such as the Complaints Review Tribunal (CRT) and the Medical Practitioners 

Disciplinary Tribunal (MPDT), effectively making recommendations “for a ‘one-stop-shop’ to 

co-ordinate the investigation of all patient complaints” (Scragg, 2003, para. 1). 

I understand clinical governance discourses, such as those concerning continuous improvement 

in practices associated with quality, safety, competence, accountability and responsibility 

(Gottwald & Lansdown, 2014; Haxby et al., 2010; McSherry & Pearce, 2011; Wright & Hill, 

2003), as conveyors of the preferred knowledge and beliefs desired by DHBs. Clinical governance 

discourses act to marginalise the unwanted/unsafe medical practitioner behaviours and practices 

made visible in the Cartwright, Gisborne and Cull investigations, and they also bring to the fore 

current ideas associated with working safely and competently. Some authors name this process 

“change management” (Gottwald & Lansdown, 2014, p. 66; McSherry & Pearce, 2011; Wright 

55 The New Zealand government in 2000 appointed Helen Cull QC to review an overly complex system for reporting 
complaints about doctors and other health workers. This followed a series of complaints against gynaecologist Dr. 
Graham Parry, brought to a head by publicity about his mismanagement of a patient’s cervical cancer, mid-way 
through the Gisborne cervical cancer inquiry. Parry was found guilty of failing to pick up her condition, and of 
mishandling her case. 
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& Hill, 2003), which is perceived as a positive process and “a phenomenon of daily organisational 

life” (Parkin, 2009, cited in Gottwald & Lansdown, 2014, p. 67). Change management enables 

mechanisms to be put in place in DHBs that encourage the practice of preferred behaviours, and 

within change management, technologies of discipline act to endorse implementation of favoured 

behaviours. These technologies of discipline act on the bodies of healthcare professionals, through 

the introduction of rules, routines, policy, guidelines, surveillance and monitoring, some 

technologies also acting as mechanisms to reward and acknowledge favoured behaviour. A typical 

example of recognition and reward is the Health Innovation Awards, initiated by the Ministry of 

Health and ACC in 2003 (New Zealand. Health innovation awards, 2003). 

Distribution of discourses 

The documents associated with Moment 1 indicated that clinical governance discourses 

predominantly surfaced from the top down in DHBs as a response to discourses transmitted via 

New Zealand government legislation, policy and strategy. At least one Annual Plan Executive 

Summary makes this clear from the outset: 

This District Annual Plan (the Plan) has been prepared in accordance with the 
requirements of the Public Finance Act 1989 and the New Zealand Public 
Health and Disability Act 2000 (NZPHD Act). It addresses the requirements 
of current policy settings and reporting requirements advised by the Ministry 
of Health (MOH). The activities of the Auckland District Health board 
(ADHB) are guided by the objectives set out in the New Zealand Public Health 
and Disabilities (NZPHD) Act, the New Zealand Health Strategy, the draft 
New Zealand Disability Strategy and the Minister of Health’s expectations. 
The plan acknowledges the importance of relationships that support the 
principles of partnership, participation and protection embodied in the Treaty 
of Waitangi. (Auckland DHB, 2002, p. 7) 

The discourses were interpreted and distributed by senior and middle managers through the 

construction of new organizational structures, services and written strategic policy, rather than 

through practices that were clinician-initiated from the bottom-up. This is evident by the absence 

of any mention of the frontline clinicians’ role. “The ADHB has developed integrated Human 

Resources (HR) vision, strategic intent and goals to support the achievement of ADHB’s business 

and healthcare service objectives” (Auckland DHB, 2002, p. 17). The documents suggested that 

clinicians’ change in practices were produced from the effect of multiple discourses such as those 

favouring neoliberal principles, cultural competence, clinical governance and professional 

governance (Auckland DHB, 2012). 

Fairness and justice 

There is an argument that the neoliberal emphasis on self-determination and independence 

produced an opportunity for Māori voices to be heard (Bargh, 2007). Māori protests in the 1970s 

featured a prominent discourse suggesting that the Treaty of Waitangi had been breached and that 

there was little recognition of Māori rights and culture (Hayward, 2012b). Finally, in late 1986, a 
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Royal Commission was established with the intention to “set social policy goals and to 

recommend what needs to be done to make New Zealand a more fair and just society” (Richardson 

et al., 1988b, p. xvii), and just over eighteen months later, the Commission’s findings were 

published as The April Report. 

In the context of healthcare, discourses favouring “a strong commitment to the Treaty of Waitangi 

and true partnership [with Māori] has been expressed” (Richardson et al., 1988a, p. 46). This 

report affirmed the practice of biculturalism in New Zealand; a discursive construct signifying 

“the partnership established between Māori and the Crown by the Treaty of Waitangi” (Hayward, 

2012a). The shift to biculturalism was recognised by acknowledging the government’s obligation 

under the Treaty of Waitangi to address Māori health, by setting up a Māori health team at the 

government level. In the following years, this team was seen to have made a difference to 

accessing health services for Māori, although it was some time before the partnership became 

“Māori-centred” rather than “Māori-friendly”, in the sense that Māori then had the control and 

leadership to enable them to actively participate in health policy development focussed on Māori 

perspectives of health (Durie, 1998; Gauld, 2009b, p. 73). Biculturalism remains a discourse 

unique to New Zealand and it flows into the construction of New Zealand DHB clinical 

governance frameworks through government and local DHB health policy in recognition of the 

Treaty of Waitangi. 

Emergence of DHBs 
In 1999, the Labour Party, led by Helen Clark, formed a coalition government in New Zealand 

providing an opportunity for another reorganisation of the health system, as election results had 

confirmed a societal dissatisfaction with the current health system (Gauld, 2009b). During the 

first few years of the 2000s, the New Zealand government issued no less than 35 supporting 

strategy documents (a typical example: Best practice evidence-based guideline: Assessment 

processes for older people (New Zealand Guidelines Group, 2003)), that contained discourses 

laying out the preferred knowledge and beliefs the new DHBs were to take up and implement 

through the construction of clinical governance frameworks and the introduction of preferred 

practices. 

The New Zealand Public Health and Disability Act 2000 constructed District Health Boards 

(DHBs) as the new structure for healthcare delivery in New Zealand. There was to be a mix of 

appointed and elected members to sit on the DHBs whose function was to ensure that governance 

of the healthcare delivery services in the DHB’s geographical area was appropriately carried out. 

Along with the senior leadership and management teams, elected members had the authority to 

actively make decisions concerning how healthcare services were delivered to their respective 

DHBs. In Foucauldian terms, these board members and senior managers were subjects 

constructed by the government, and as such, they were expected to hold the subject positions 
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produced by the various discourses influencing the government’s proposed health structure. Also 

as government constructed subjects, they were expected to accept direction from the Ministry of 

Health. They were required to formulate annual plans showing how their organisation would carry 

out government health policy within an allocated budget, with each annual plan needing to be 

approved by the Minister of Health. The new DHBs were to be financed with a population-based 

system of funding, and were charged with developing local strategic and annual plans for the 

population of their local designated geographical area. These provided the conditions necessary 

for the DHBs to become the surfaces of emergence of clinical governance, producing a framework 

of new discursive objects, built to suit the requirements of a newly-reconstituted New Zealand 

publicly-funded healthcare system. 

Quality health service provision discourse 

Versions of clinical governance were first taken up in New Zealand by private Primary Care 

Organisations (PCOs) overseeing General Practitioner services due to a strong commitment to 

improve quality and clinical leadership in their services (Malcolm et al., 2002b). Additionally, 

glimmers of governance practices were also evident in the documents of some DHBs, such as 

Counties Manukau DHB and Health Waikato, which set up a clinical board and a governance 

framework respectively (Wright et al., 2001). However, it was at the level of the New Zealand 

government that a cluster of papers, associated with the delivery of healthcare in the newly formed 

DHBs, signalled the intent for a new kind of leadership and management. 

The discussion document Safe systems supporting safe care – a discussion document on quality 

improvement in healthcare (National Health Committee, 2001) and its final report Safe systems 

supporting safe care - Final report on health quality in New Zealand (National Health Committee, 

2002) addressed the problem of achieving quality improvement in New Zealand healthcare 

services. Instead of an overarching definition of what constituted quality, five dimensions of 

quality were identified. The dimensions, resting on a foundation of cultural competency were 

considered to be (National Health Committee, 2001, p. 13): 

• Safety 
• Effectiveness 
• Efficiency 
• Consumer responsiveness 
• Access to service on the basis of need. 

The first document acknowledged the quality failures in the healthcare service which had resulted 

in high-level public inquiries, and, to minimise the occurrence of future failure, a multi-level 

systems approach to quality improvement was supported. Individuals, both consumers and 

practitioners, teams, organisations and system agencies such as regulatory boards, were all 

expected to participate in quality improvement practices. An emphasis was placed upon “a co-

ordinated approach to quality improvement… strong leadership at all levels… [and] …greater 
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consumer participation in quality improvement” (National Health Committee, 2001, p. 5). The 

five dimensions of quality and the four system levels were summarised in the discussion 

document and report by two diagrams, Figures 11 and 12. 

 
Figure 11. A framework for quality improvement in New Zealand. (National Health Committee, 
2002, p. 13). Copyright NHC. Non-commercial reproduction license. 

 
Figure 12. Examples of quality improvement at the four levels (National Health Committee, 2002, 
p. 13). Copyright NHC. Non-commercial reproduction license. 

New legislation, in process at the time the documents were written, such as the Health and 

Disability Services (Safety) Act 2001 and the Health Practitioners Competence Assurance Act 

2003 [HPCAA] were believed to be the external instruments that would initiate system redesign 

as well as regulate and monitor the behaviour of practitioners working within the health system. 

Furthermore, credentialing, accreditation and peer review, guideline development and sentinel 

event monitoring were all standardisable internal regulatory mechanisms mentioned in, and 

supported by, the documents. I would suggest that they were favoured because associated 
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discursive practices linked with safety, risk minimisation, competence and quality initiatives 

positioned these mechanisms as tools that could be used in the system to introduce and normalise 

particular behaviours into daily practice. This normalisation resulted in the disciplining of 

practitioners, who were expected to conform with quality principles constructed by DHBs. 

The ‘final report’ (National Health Committee, 2002) expanded the actions needed to be taken to 

ensure that practices involving quality improvement became normalised within DHB culture. 

Practices included leadership development, the formation of quality forums for sharing ‘best 

practice’, the designation of funds for research and the construction of awards for innovative 

practice. The report also contained statements that emphasised the importance of further research 

into clinical governance and clinical leadership at all levels, acknowledging the CLANZ (2002) 

claim that the practice of shared leadership was a necessary component in the construction of a 

quality improvement framework (p. 19). 

Health strategy and DHB context 

Perhaps the most significant government document that guided the DHB health system pathway 

was the New Zealand Health Strategy (King, 2000), which aimed to “develop a framework for 

action; identify the government’s key priorities; provide DHBs with the context within which 

they will operate, and, identify the way forward” (2000, p. 1). Discourses supporting the original 

ideas from Welfarism were still in evidence in the statement “a health system that is there when 

people need it, regardless of ability to pay” (p. iii). Here the New Zealand government is signalling 

to its subjects, those working in the DHBs, that they will need to construct a framework that 

produces particular practitioner behaviours and practices so that delivery of healthcare is aligned 

with the government’s vision of healthcare provision. 

I interpret this document as a high-level disciplining text, laying out what is to be done by those 

working in DHBs to deliver healthcare services in a certain way. It is concerned with the 

application of disciplinary mechanisms associated with regulation, minimum standards, clinical 

review and patient rights. “Clinical governance” (King, 2000, p. 25), although only named once, 

is made visible and constructed throughout the text, as statements come together suggesting what 

the construction will do, including the achievement of “better health outcomes and a reduction in 

health disparities” (2000, p. viii). It will be “high performing” “efficiently delivered”, with 

“Budgets...capped” and “Quality [will be]...the cornerstone” (p. 25). The statements are also clear 

that technologies of discipline would constitute part of the framework to ensure “continuous 

quality improvement mechanisms and initiatives... consultation... co-ordination... information 

management and technology...workforce development” (p. viii) and “continually monitored” (p. 

9), Limits to service are addressed, as service provision will occur “within the money available” 

(document’s emphasis) which is to be “used to best effect. It will never be possible for the 

government to do everything for everyone” (p. 2). For that reason, performance indicators would 
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be applied to measure DHB progress and outcomes. The aims are clearly stated as effects of 

quality improvement discourses: 

Over time, this framework of goals and objectives will influence all health 
sector processes, including needs assessment, priority setting, resource 
allocation, outcomes monitoring, service evaluation and planning, workforce 
and provider development, information systems and inter-sectorial 
coordination. (p. 9) 

The document also lists the practices that the DHBs have already initiated to assure “safety and 

quality of care” (p. 25), including reportable events; credentialing; competency assurance; teams 

of health professionals; monitoring of people, systems and resources; setting of performance 

targets; setting quality standards and delivery expectations; complaints procedures; and systems 

to collect comparative information. There is also recognition that further construction of the 

framework will be needed to provide support and supervision to professionals in the form of 

training and continuing education, in order for them to reconstruct their practices and take up a 

“different mix of workforce skills” (p. 29) needed for healthcare delivery at the time. 

A plurality of frameworks 
Unlike Britain, where one model appears to have been applied to the whole of the NHS, the New 

Zealand government provided DHBs with the freedom to construct customised integrated 

frameworks of governance discourses for the populations they served, that aimed to improve the 

quality and safety of healthcare provision (Nicholls et al., 2000). 

Disruption and reconstruction 

In Foucauldian terms, I understand that change would be accomplished by disruption of the 

relationships within the existing healthcare delivery systems by the introduction and action of 

new, dominant discourses generated and supported by the New Zealand government and the 

Ministry of Health, as well as the medical and nursing professions. The discourses would flow 

into healthcare institutions and, by capillary action, through a network of power, be transported 

to all levels of the organisation as the preferred knowledge from which new behaviours would be 

produced. These discourses needed to be sufficiently powerful to change healthcare workers’ 

knowledge and beliefs about healthcare delivery. If they were, practitioners’ subject positions and 

practices, reinforced through institutional techniques of discipline, and where necessary, 

punishment56, would reflect these new institutional preferences in how they provided 

interventions to their clients. However, because bodies also must have freedom of choice in 

Foucault’s (1978) understanding of power, there is also the possibility of resistance to the 

56 Practices I associate with punishment in DHBs would equate to investigating questionable conduct and initiating 
regulatory processes that shut down the behaviour. Punishment may result in close supervision for a period of time, 
limitation of scope of practice, demotion, suspension, resignation, or being dismissed 
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dominant discourses due to subjects holding onto other subject positions that are stronger and 

more meaningful for them, such as professional discourses. 

The noise of medicine and nursing; The silence of allied health 

I would argue that Moment 1 was a period where DHBs initiated the process of building their 

clinical governance frameworks. The report, Clinical leadership and quality in District Health 

Boards in New Zealand (Malcolm et al., 2002a), commissioned by CLANZ, looked at the 

progress of 10 DHBs across New Zealand. During this moment, the report found that clinical 

leadership was “medically focussed” (p. 10), and although clinical governance discourses were 

also being taken up by nursing, the allied health professions were relatively silent in their response 

to clinical governance. However, when looking at DHB structures at the time, I noticed that the 

allied health response could have been limited due to little representation within the management 

and leadership structures. For instance, the orientation pack document, Welcome to our team: 

Making a healthy difference, that I was given as a new employee in Waitematā DHB in 2005 

(Waitematā DHB, 2005h), has no mention of allied health in its senior management team 

structure. Within the ‘Corporate Group’, there are positions listed for Director of Nursing and 

Chief Medical Officer, as well as an assortment of positions representing disciplinary agencies 

within the DHB, such as human resources, finance, information, risk compliance, 

communications and corporate services; and recognition of the Treaty of Waitangi is represented 

by ‘Māori Health’ in this group. Similarly, at Auckland DHB there was no mention of allied 

health on their organisational structure chart (Auckland DHB, 2002, p. 41). Although there was 

acknowledgement that the DHB was undergoing a change programme, primarily to ensure 

efficiency and cost effectiveness, a later statement seems to confirm the silence of allied health 

(and occupational therapy) at the corporate level. 

With respect to clinical governance matters the ADHB has established a 
Clinical Board with effect from 1 July 2002. The management structure has 
also been altered to provide for joint management of operating units between 
a General Manager, a Clinical Leader and a Nurse/Maternity Leader working 
as a triumvirate. (Auckland DHB, 2002, p. 66) 

Statements suggest that the common structure for allied health services at this time was that they 

were embedded within medical services rather than a named entity in their own right. Indeed, 

although quality improvement discourses were present, it was taking time for actual behaviours 

and practices to be introduced and normalised, each DHB having its own timeframe. 

Welcoming regulation 
The New Zealand Board of Occupational Therapy (NZBOT)57 was concerned with how to 

strengthen the long-term credibility of the profession. A cluster of reports, published prior to 

 
57 Post HPCAA 2003, the name was changed to Occupational Therapy Board of New Zealand (OTBNZ). 
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moment 1 provided the conditions of existence whereby an argument to be included in the HPCA 

Act 2003 could be constructed. All contained glimmers of neoliberal governmentality pertaining 

to healthcare delivery: Education: A professional issue. Report on the review of occupational 

therapy education (Department of Education, 1988); Occupational therapy workforce profile 

1987-88 (Department of Health, 1988), Occupational Therapy Roles and Functions (Department 

of Health Workforce Development Group, 1988) and Competencies for registration as an 

occupational therapist (New Zealand Occupational Therapy Board, 1990). The content of these 

reports set the groundwork that would be used as a platform for the occupational therapy 

profession be included in the 2003 HPCAA reflecting the subtle take up of both neoliberal and 

clinical governance practices under the auspices of professional practice. 

Education and workforce 

The first document, Education: A professional issue. Report on the review of occupational 

therapy education (Department of Education, 1988) strongly argued for major change to training 

to “ensure that the future health needs of New Zealanders are met in a cost-effective and efficient 

manner” (1988, p. vii). This statement meant that OTs now needed to be trained to make prudent, 

effective practice choices within defined economic parameters. Emphasis was also placed on 

attracting a more diverse group of people to train as OTs particularly “schools leavers, mature 

people, Maori and Pacific Islanders, males” (p. 1). The document also acknowledged that the 

profession needed to be cognizant of the neoliberal concepts of “decentralisation”, “responsibility 

and accountability”, “consumer-driven”, “cost-effectiveness”, “value-for-money” (p. 63). The 

construction of a document outlining an entry-level standard of occupational therapy competence 

was also recommended. 

The second document, Occupational therapy workforce profile, 1987-88 (Department of Health, 

1988) reported on and followed up an initial profile, completed in 1985, where workforce 

development quality concerns were identified and presented to the profession for response. The 

1988 profile stated that an “ad-hoc workforce development advisory group” (1988, p. 6) was 

formed after the 1985 profile, and the group responded by constructing “Occupational Therapy 

Roles and Functions”, a document that laid out practitioner accountabilities and responsibilities. 

The 1988 workforce profile also recommended “development of national minimum standards of 

occupational therapy practice” (p. 14) which could then be used as a basis for construction of a 

tool that monitored and evaluated individual practitioner performance. 

Setting scope of practice 

This third document, Occupational Therapy Roles and Functions (Department of Health 

Workforce Development Group, 1988) signalled an intent to actively construct practices in line 

with discourses produced from neoliberal governmentality through the use of associated 

terminology. The document was constructed to regulate and limit OTs’ behaviour. Statements 
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defined what occupational therapy was, what OTs did, where they did it, i.e. the spaces where 

they worked, how they were expected to practice, and who they worked with as well as particular 

styles of working, such as autonomously or as part of a multidisciplinary team. It described 

occupational therapy beliefs, models and, importantly, the “Occupational Therapy process” (p. 

2). 

This process was a written procedural guideline to be followed by practitioners for each patient. 

The occupational therapy process addressed gathering of information, assessment, measurement, 

formulation of a treatment plan and prediction of the expected patient outcome. Occupational 

therapy practitioners were instructed to gather data “from a variety of sources and in various 

ways” (p. 3), such as interviewing, communication with all interested persons, investigating 

records and case histories, screening, observing behaviour, review and analysis of data, 

programme planning, documenting. Treatment planning essentially needed to follow the scientific 

method and thus contain a theoretical approach, a method of intervention, measurable goals, a 

schedule, a discharge plan and a means of evaluating the outcomes. OTs were also advised to 

consider the goals and interests of the patient and family, other professionals, and the availability 

of resources. These words clearly signal a shift to neoliberal thinking prior to the advent of clinical 

governance because they stem from concepts of health based in neoliberal thinking, such as self-

responsibility, individual and shared accountability, cost and use of resources. The change in 

subject positions of both patient and therapist away from welfarism to that of a neoliberal stance 

can be seen as the effect of application of Foucauldian technologies of discipline on both patient 

and therapist. 

Minimum standards 

The introduction of the first written minimum standards of practice, Competencies for registration 

as an occupational therapist (New Zealand Occupational Therapy Board, 1990) fulfilled the 

recommendations set out by these three reports. The introduction of competencies aimed to set 

out the skills an entry level OT would need to demonstrate in order to gain registration status with 

the Board. The introduction of competences functioned to set out auditable standards to ensure 

competent, safe practice within the occupational therapy scope of practice. 

OT introspection: Towards a practice shift 

The profession itself recognized the need to diversify practice into new fields, such as, “work 

assessment, postural training, industrial psychology, work study… community” (Boyd, 

1973/1990, p. 39). Furthermore, the concept of ‘teamwork’ was also becoming more prominent 

in health vocabulary and the profession recognized that OTs should be taught to take a more 

collaborative approach in their practice. Alison Harding (the then [1973] Course Supervisor for 

occupational therapy at the Central Institute of Technology) wrote, “perhaps the greatest 

advantage for our students is being part of a large educational complex, within a Department of 
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Health Sciences which is developing slowly but surely into a multidisciplinary health team” 

(Harding, 1973/1990, p. 38). Another area the profession was pushing during the pre-clinical 

governance period was self-responsibility as well as the responsibility of the profession. 

“Therapists are developing an increasing awareness of their responsibility to provide a high 

standard of service and an educational system which will be able to respond to advances in 

technical expertise and to the changing health needs” (Gordon, 1976/1990, p. 47). As a (then 

[1976]) clinical tutor, Gordon also called for “quality therapists and services they provide” 

(1976/1990, p. 47), noting that a therapist’s responsibility is to the public and to the employer. 

Additionally, mention of ‘lifelong learning’ and the need for professions to keep up with 

‘scientific advances’ were also concepts taken up by occupational therapy, prior to the 

construction of clinical governance frameworks. Lifelong learning, in particular, is in keeping 

with Foucault’s (2008a) idea of the entrepreneurial subject in his discussion of neoliberalism. 

Signals to the NZ government 

At board level, the profession signalled that it wanted to be part of the HPCAA, thus remaining 

within the boundaries of biomedical discourse that gave credibility to the profession’s practices. 

Some in the profession were aware that practices needed to be reconstructed in response to the 

changing discourses related to healthcare delivery. It was understood that to remain viable, 

practitioners would have to take up new practices with visible, measurable outcomes, which 

would necessitate the take up of discourses that emphasised evidence-based, patient centred 

practice, prominent within the overall clinical governance discourse. At the front line, 

practitioners were expected to pick up these discourses, possibly believing them to be from their 

profession, and, as such, may have responded by locating and embedding models and theory from 

abroad into DHB professional practice. 

Professional regulation and the HPCAA 

The New Zealand government’s political need to be seen to manage professional competence and 

patient safety essentially created the conditions for the emergence of the 2003 HPCAA. This 

legislation was passed with the purpose of protecting the public from medical malpractice and 

was of interest not only to the professions, but also to the DHBs, who were similarly obliged to 

follow the requirements of the Act. For OTs, the regulatory board was renamed and reconstructed 

and, from then on, known as the Occupational Therapy Board of New Zealand. This body holds 

power by acting on behalf of the New Zealand government, to regulate the occupational therapy 

profession (OTBNZ, 2018c). 

The HPCAA had far-reaching effects for health practitioners as it flowed into the daily practices 

of OTs, both through professional regulation and through the regulations within DHBs. 

Professionally, the OTBNZ continues to set standards of professional practice and competence 

for registered OTs that are documented (OTBNZ, 2018b) with the expectation that they are taken 
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up and normalised in to daily practice. Through the use of technologies of power, OTBNZ ensures 

distant surveillance and monitoring of OTs’ conduct via a requirement to engage in supervision58 

(Occupational Therapy Board of New Zealand, 2020b) as well as more direct surveillance by 

random clinical audit59, initially of the individual Continuing Competency Framework (CCFR), 

but ultimately replaced by ePortfolio60 (Occupational Therapy Board of New Zealand, 2016b). 

The Board also ensures discipline through a complaints process (Occupational Therapy Board of 

New Zealand, n.d.). Application of the HPCAA produced discourses that provided OTs with the 

knowledge that their clinical practices would be scrutinised through additional practices involving 

compulsory engagement in local professional supervision and by electronic audits of their online 

CCFR by OTBNZ. 

Also aware of their obligations under the law, DHBs introduced processes within the clinical 

governance framework that sought to demonstrate that the practitioners working for them were 

normalising the requirements of the HPCAA legislation into their practices. Surveillance became 

more stringent, with peer review a popular disciplinary mechanism that encouraged co-workers 

to formally observe each other’s practices and report back on their colleague’s performance. The 

DHBs also provided opportunities for clinicians to engage in professional supervision, a 

technology of the self, comparable with confession. Confession was an event where individuals 

were expected to tell the truth to another person, an authority who would listen and discipline. 

Foucault (1978) noted that confession “became one of the West’s most highly valued techniques 

for producing the truth” (p. 59). Clinicians were obliged to engage in DHB professional 

supervision, meeting regularly with a designated practitioner supervisor, to discuss and reflect 

upon their practice experiences and decisions. By enabling clinicians to fulfil their professional 

registration requirements, DHBs took an opportunity to further surveille and discipline 

practitioners. Both parties in supervision were subject to a DHB professional supervision policy, 

while the meetings were usually conducted within DHB workplace and time (Waitematā DHB, 

2010b). In my experience as a clinician, supervisees were commonly assigned to a supervisor 

rather than being able to freely choose their supervisor, which, I believe, potentially set up a 

situation where supervisees might not have fully trusted the supervisory relationship, limiting 

what they brought to supervision. This experience led me to wonder whether relationships of 

power within DHB professional supervision events risked favouring the DHB rather than being a 

 
58 As defined in the 2003 HPCAA is “the monitoring of, and reporting on, the performance of a health practitioner by 
a professional peer” (Interpretation, 5.1) 
59 “The systematic peer evaluation of an aspect of patient care. It involves a cycle of continuous improvement of care 
based on explicit and measurable indicators of quality” (Ministry of Health. (2002c). Toward clinical excellence: An 
introduction to clinical audit, peer review and other clinical practice improvements. 
https://www.health.govt.nz/system/files/documents/publications/moh_tce_2002.pdf ) 
60 Both CCFR and ePortfolio are online programmes whereby occupational therapists reflect upon their practice, 
identify areas of improvement and set themselves goals to develop their knowledge and skills. Goals are completed 
over a specified period of time. These on-line tools were designed to be peer audited to ensure practitioners engaged 
in competency and professional development practices. 
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safe place for the supervisee, and if this environment was what was actually envisioned for 

supervision originally. 

DHB response to HPCAA 

In trying to understand how the 2003 HPCAA legislation would directly affect DHBs, documents 

such as the Health Practitioners Competency Assurance Act: Policy development guidelines for 

DHBs (2004) were written describing what practices within DHBs should be foregrounded. This 

was a document produced by an inter-DHB team of human resource management and 

employment relations practitioners, aimed at DHB risk reduction when employing health 

practitioners, including OTs. Clinicians would be disciplined from the start through “position 

descriptions and person specifications; employment agreements, annual practicing certificate 

(APC) processes, performance management, competency frameworks, code of conduct, 

discipline, training, personnel files, document retention” (p. 2). The associated practices that 

would need to be followed by both managers and the staff who reported to them included: 

• Sighting and confirming current APC 
• Training and education where competence is in question 
• Record keeping to ensure HPCAA requirements are adhered to 
• Construction and use of position descriptions 
• Demonstration of competence through keeping a practice portfolio 
• Maintaining organisational compliance training records for each practitioner 
• Training of clinical leaders in assessment of competence and report writing 
• Construction and use of credentialing processes, competence frameworks, career 

progression pathways and code of conduct 
• Processes to follow when there are competence concerns 
• Relationship with the professional board. 

The safety, accountability, responsibility and competence discourses within the Act were taken 

up into DHB clinical governance frameworks, producing practices that permitted surveillance and 

control of individual practitioner behaviour associated with clinical effectiveness and risk 

management. This combining of discourses from different sources, I believe, blurs the visibility 

and understanding about why certain practices have been engaged in, and who is speaking and 

from what subject positions they are coming from. 

What’s in a name? 

In Moment 1, DHB managerial discourses suggest that construction of clinical governance 

frameworks in New Zealand DHBs were orchestrated primarily from the top down, following the 

UK model. Only two of the largest DHBs, Auckland and Counties Manukau (CMDHB), are 

referenced in a CLANZ report (Malcolm et al., 2002a, p. 33) as taking up the formal concept 
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early61. In some cases, specific, named allied health Services were slow to emerge; for instance, 

Waitematā DHB’s Allied Health Service structure only surfaced in 2010 (Waitematā DHB, 

2010a), but the documents produced by services reveal that the practices of OTs in the DHB were 

already being influenced by the enactment of various quality of care and patient safety discourses. 

OTs were responding to service policy and taking up clinical governance discourse silently, 

possibly under the belief that the DHB discourses were ‘professional’ discourses, flowing in from 

professional occupational therapy, which, to a certain extent they were, due to the HPCAA and 

the revised occupational therapy competencies emphasising constructs similar to clinical 

governance (OTBNZ, 2004b). 

Summary 
Medical knowledge and physician status was challenged by emerging managerial discourses that 

questioned whether physicians should have the ability to make management decisions about the 

care provided. The construction of new managerial knowledge shifted the decision-making to an 

emerging group of hospital managers, who now had the authority to lead medical institutions and 

make management decisions on care provision, which had previously been the exclusive 

prerogative of physicians. Clinicians were positioned by managers to focus on the economic 

implications of healthcare provision, where ‘need’ was emphasised, rather than providing 

desirable care for an overall improved quality of life. It was no longer acceptable for OTs to use 

a variety of ‘traditional’ rehabilitation activities with inpatients, which were aimed at regaining 

their ability to participate in occupations over time, prior to discharge. OT practices shifted to 

quick interventions such as assessment of ability to perform personal cares and supply of 

compensatory equipment, in order to discharge patients from healthcare services as soon as 

possible. 

I view Moment 1 as a formative period where discourses from within the ‘field of concomitance’62 

(Foucault, 1972, p. 64) crossed paths with each other: neoliberal thinking, UK clinical 

governance, the Treaty of Waitangi, professional and managerial constructions of practice, as well 

as New Zealand government legislation producing the 2003 HPCAA. While some discourses 

were relegated to a residual position, I would argue that dominant statements from these 

discourses regrouped and were instrumental in what emerged as a New Zealand construct of 

clinical governance, seeking to address the problematic discourses of quality, safe, competent, 

culturally appropriate healthcare provision to New Zealand society. 

61 CMDHB established a Director of Allied Health role in 2007, although there was previously an allied health 
presence on the clinical board (Chadwick, M. (2017). Allied Health Directorate: Strategic intent 2017. Director of 
Allied Health, Counties Manakau Health. ) 
62 Field of concomitance: Statements that relate to a different object, but are included in the statements of the object 
under examination 
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Chapter 7  2003-2005: Professional governance 

[Power is] the exercise of something that one could call government in a very 
wide sense of the term. One can govern a society, one can govern a group, a 
community, a family; one can govern a person. When I say ‘govern someone,’ 
it is simply in the sense that one can determine one’s behaviour in terms of a 
strategy by resorting to a number of tactics. Therefore, if you like, it is 
governmentality in the wide sense of the term, as the group of relations of 
power and techniques which allow these relations of power to be exercised. 

– Michel Foucault, The Politics of Truth

Introduction 
Statements within the texts for this first moment, Moment 1 (2003-2005), pointed to the presence 

of multiple discourses foregrounding ‘quality improvement’ and ‘professional governance’ rather 

than clinical governance per se. One way of understanding quality improvement is to consider it 

as a discursive event where system change and performance discourses meet with professional 

development and learning discourses to produce optimum patient experience and outcomes 

(Batalden & Davidoff, 2007). ‘Quality improvement’ and ‘professional governance’ filtered in 

from government policy through to DHB annual plans, then to senior management strategy 

documents. They were then interpreted by another layer of service managers and applied to 

individual annual service plans, including those generated by various medical, learning and 

development and human resources services. There was a clear pathway of power through 

management, as managers prioritised practices of economic restraint. These included favouring 

ways to best use resources by constructing different means of improving the productivity of 

individuals, or reducing or eliminating interventions that were either not considered core practices 

for the service or not producing cost-effective outcomes. A second construct evident in some 

DHBs was that of professional governance of clinician groups, including occupational therapy. 

When DHB professional governance was examined more carefully, it closely aligned with the 

early NHS clinical governance model (Scally & Donaldson, 1998) that emerged from legislation 

passed in the UK (Department of Health, 1997). This raised the question: ‘why?’ Examination of 

a number of further New Zealand documents revealed how new government legislation, aimed at 

ensuring the competence of professions (HPCAA), had also filtered into and impacted the 

operations of the DHBs. The DHB response was to construct a system of professional governance 

that blended in with ‘quality improvement’, while also showing that DHBs were ‘doing their bit’ 

to ensure that the new legislation was being adhered to. 

Professional leader roles were constructed for professional groups such as OTs. These roles were 

not managerial, but more of a professional advisory capacity. Professional leaders did not hold 

the direct authority to discipline frontline clinicians; rather, professional leaders enacted power 

by association, and were expected to be active in the construction and roll out of professional 
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disciplinary practices and surveillance procedures to ensure clinicians behaved as the DHB 

expected them to. Professional leaders’ practices were thus designed to guarantee that clinicians 

were taking up the DHB discourses that told staff how to practice, aligned with their particular 

regulatory board (for OTs, OTBNZ). For instance, they were to behave safely and competently 

by following rules and protocols, manage risk by reporting any hazards or patient safety concerns, 

live within DHB means by prudently issuing equipment and making choices about who would 

receive occupational therapy, and practice in a manner that was both culturally safe and client-

centred. No longer were clinician professionals acting and behaving autonomously, concerned 

only with their profession’s particular beliefs and knowledge in carrying out patient interventions. 

Now they were part of the DHB ‘system’: reporting to managers and surveilled by professional 

leaders to ensure that they, the clinicians, were both held accountable and responsible for what 

was done in the DHBs as a collective entity, while also recognising that patients were expected 

to hold responsibility for making their own healthcare decisions. I view this as the beginning of 

clinicians being handed ‘two jobs’. 

This chapter presents the analysis of texts that provided me with insights to the construction of 

professional governance within DHBs in Moment 1, and how it acted as a precursor for a further 

level of construction, where clinical governance is fully named and emerges into the open in New 

Zealand, in Moment 2 (2015-2017). It also presents dominant emerging subject positions of OTs 

as a result of DHB professional governance. The subject positions are interesting because they 

show how productive practices were also constructed from disciplinary power by finding and 

acting upon opportunities that became available as DHBs built their internal systems of operation. 

Governmentality 
DHBs and the OTBNZ are both products of political and biomedical discourses, so that there are 

in-built technologies of power enforcing governmentality through systems of surveillance, 

discipline, and where necessary, punishment of their subjects. Both the DHB and the OTBNZ’s 

mechanisms of power act on the subjectivities of OTs, to produce and normalise new, preferred 

practices. Change in the subject positions of OTs through the effects of power produces behaviour 

and practice change in line with government policy and the perceived needs of New Zealand 

society. However, in a free world, as Foucault (1978) maintains, there is the option to resist, 

instances of which, Silcock, Campbell and Hocking (2016) have already noted, are associated 

with non- or slow completion of OTBNZ competencies within their on-line ePortfolios. If 

detected through audit, this behaviour could result in disciplining. So OTs have choices in what 

subject positions they take up, how they behave and what practices they ‘do’ with their patients, 

if they are willing to accept the consequences. As Foucault (1980a) writes, “individuals are always 

in the position of undergoing and exercising power. They are not only its inert or consenting 

target; they are always also the elements of its articulation. ...individuals are the vehicles of power, 

not its points of application” (p. 98). 
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Foucauldian power/knowledge 
The production and dissemination of documents and texts are methods of circulating power and 

enacting discipline at all levels of an organisation. High-level documents produced by senior 

management teams, such as annual and strategic plans constructed from New Zealand government 

health policy documents, inform and discipline middle management, who then produce service 

policy based on the discourses contained within the higher-level documents. Importantly, as well 

as circulating power and disciplining through policy documents, Foucault argues that power is 

manifested in routine, everyday practices, whereby people are directly exposed to techniques of 

surveillance and discipline. The effect of the chain of actions in DHBs is that individuals are 

governed in order to behave in a particular way, producing docile bodies. As discussed in Chapter 

2, a sub-category of ‘biopower’, named “anatamo-politics” (Foucault, 1978, p. 139) refers to 

governance of people by external mechanisms. Examples of anatamo-politics in action were 

located within the texts that laid out the disciplinary rules and procedures to OTs mundane, routine 

daily practices. 

In this section, I consider the technologies of power that are circulating through and operating in 

DHBs at four levels: 

• At senior management level 
• At the service level 
• Via professional governance 
• At the clinician level 

Senior management level 

In Moment 1, although I found some evidence of bottom-up quality improvement aligned with 

clinical governance, the flow was stronger from the top-down, being led by senior managers 

through the roll-out of DHB annual and strategic plans, rather than clinicians. At the senior 

management level, the DHB plans were directly influenced by documents such as The New 

Zealand Health Strategy (King, 2000), a document released by the Ministry of Health that 

foregrounded quality improvement discourses as a solution to achieving “high quality care” (p. 

25). Quality improvement discourses such as those favouring risk management, clinical 

effectiveness, clinical leadership, economic prudency, client participation and continuous 

learning circulated within a growing number of high-level DHB documents. As these quality 

improvement discourses crossed, met and aligned, they eventually produced clinical governance 

frameworks, as revealed in annual plans and strategies written by the three Auckland metropolitan 

DHBs. 

The DHBs’ annual and strategic plans in Moment 1 were very similar in their construction, as 

two examples show: Waitemata DHB Strategic Plan, 2005-2010 (Waitematā DHB, 2005b) and 

Counties Manukau DHB Strategic Plan 2006-11 (Counties Manukau DHB, 2005). The plan 
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documents provided an opportunity to demonstrate to the New Zealand government that DHBs 

were surfaces of emergence for quality improvement, safety and economic initiatives. DHBs were 

at work constructing loose frameworks from which policy and practices, suited to an as yet 

unnamed DHB clinical governance framework, could then be put together. Each DHB was at a 

different stage in the construction of its respective clinical governance framework, but both 

foregrounded similar quality improvement discourses. Very rarely, clinical governance is 

mentioned, as in “Strengthening of clinical governance” (Waitematā DHB, 2005b, p. 76). 

Sometimes leadership is acknowledged as comprising part of a quality construction, such as 

“developing strong aligned leadership in all areas of the organisation” (Waitematā DHB, 2005b, 

p. 76). Waitematā’s framework would focus on a connected infrastructure and shared leadership.

Discursive themes uplifted from the strategy promoted quality and safety by the construction of

processes ensuring:

• A seamless service for patients to experience
• Financial prudency through practices of economy of resources and the establishment of

efficient ways of working for maximum efficiency
• Patient involvement through consumer and family/whānau63 focus
• The formation of a learning organisation promoting innovation through projects

emphasising “responsibility, quality, safety” (p. 84).

Staff behaviours were signalled in DHB values and mission statements, for instance, Waitematā 

DHB staff were expected to conduct themselves in a particular way when interacting with each 

other and with their patients. Behavioural examples included showing respect and compassion, 

ensuring a person’s dignity, being truthful, making sure patients were well served, and being 

thoughtful of people’s needs (Waitematā DHB, 2003b). 

A slightly later DHB strategic plan, the Counties Manukau DHB Strategic Plan 2006-11, 

(Counties Manukau DHB, 2005) demonstrates continued construction of a clinical governance 

framework. Importantly, the plan’s authors identified that the functioning of each part of the 

system, such as the workforce, community participation, and the infrastructure of information 

technology and physical space, is vital to the effective operation of the organization as a whole. 

Furthermore, quality improvement, efficient and safe service provision must occur “at the right 

time and in the right place” (p. 3): 

The DHB needs to ensure the appropriate infrastructure is in place, 
particularly workforce, facilities, information and quality systems, that all 
resources are efficiently applied, and all services provided from our hospital 
and by other contracted providers are safe. (Counties Manukau DHB, 2005, 
p. 5)

63 Māori term meaning family, or more usually, extended family and friends. 
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Care was taken to emphasise the importance of communication and participation at all levels 

through “consultation with communities…government agencies…primary care health…support 

services and our staff” (p. 7) in the development of the plan. The document also clearly recognises 

that those who work in healthcare are “the DHB’s biggest and most valued resource” (p. 20). 

Importantly, the actions and behaviours of the workforce were linked to a major outcome, which 

was to “improve the capacity of the health sector to deliver quality (and safe) services” (p. 20). 

The identified ‘enablers’ of service redesign, the workforce itself, and the implementation of 

quality improvement and safety initiatives would be used to achieve the outcomes. By extension, 

individual healthcare workers, such as OTs, would need to behave in a certain way defined by the 

DHB. Their practice would need to meet the Allied Health Service requirements of the 

community, for instance, by communicating effectively with patients and their families, ensuring 

there was adequate planning of services for future needs and participating in efficient information-

sharing and use of resources. These DHB strategic and annual plans were circulated to service 

managers who were then tasked with constructing plans that shaped healthcare delivery within 

their particular service and fed into other services over which they exercised power. There were 

also services that surveilled and disciplined other services, including Human Resources (HR) and 

its close counterpart, Learning and Development. A typical DHB strategic planning framework 

from Moment 1 is shown in Appendix E. 

Service level 

I located a number of documents that provided insights into the operation of service-level 

networks involved in the diffusion of clinical governance discourses from the senior management 

into clinical services. The documents I selected to represent service level discourses carry the 

same messages from the annual and strategic plans concerning clinical governance. Study of the 

texts made me realise how intertwined the discourses could be and how they gained strength by 

being repeated again and again from different sources, yet from a particular “system of relations” 

(Foucault, 1972, p. 60). 

Orientation 

The first service document I selected was an orientation booklet originating from HR: Welcome 

to our team: Making a healthy difference (Waitematā DHB, 2005h). The prominent discourses 

evident in this orientation document included: Quality of care; patient experience; accountability; 

responsibility; ownership; resource effectiveness; risk management and learning effectiveness. 

HR is involved in constructing policy that provides other services with guidelines on the DHB’s 

preferred way of managing “recruitment, …performance development …workforce planning 

…disciplinary policy …change management processes and …learning and development” (p. 21). 

In this document, an emphasis on “Customer service and quality systems” (p. 33) also emerged 

from the DHB’s interpretation of the New Zealand Health Strategy (King, 2000). In line with 
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quality customer service and patient experience discourses, the orientation workshop document 

revealed a whole range of practices and techniques of discipline the new employee was expected 

to accept, take up and normalize into practice. Patient experience discourses foregrounded 

particular behaviours that were to be revealed by the way staff communicated with patients, such 

as being courteous, helpful, responsive, respectful, truthful and compassionate. Clinicians were 

also expected to demonstrate improvement in the quality of patient experience by making evident 

their use of effective, efficient, responsible, client-centred, and safe practices. I would suggest 

that this was achieved through documenting in the care records the patient’s goals, what they (the 

practitioner) did, and the outcome. 

The orientation document also signalled that HR was authorised to “prepare for growth and 

manage change…enhance employee capability and develop a performance culture” (Waitematā 

DHB, 2005h, p. 21) producing technologies of discipline aimed at performance improvement. 

Technologies of discipline included surveillance mechanisms such as requesting colleagues to 

provide peer feedback via HR questionnaires and use of technologies of the self, where the 

individual reflected upon and reported back on their own perceived performance. Performance 

feedback focused heavily on an individual’s demonstration of behaviours associated with DHB 

values. Additionally, staff were expected to participate in opportunities to improve their clinical 

knowledge and skills by completing goals set in their previous annual performance development 

review. Disciplinary issues were managed through processes laid out in DHB policy such as 

complaints management and investigation. Where competence and/or behaviour was questioned, 

individuals would be required to participate in performance improvement practices set out in their 

performance management plan overseen by their manager. 

Statements concerning safe practices were particularly dominant, reinforcing the clinical 

governance discourses that emphasised risk management effectiveness, ownership, accountability 

and responsibility. A health and safety discourse where “managers and employees work together 

to create a safe workplace” (Waitematā DHB, 2005h, p. 67) was envisioned. Technologies of 

discipline included policy that addressed hazard and accident management, fire safety and 

emergency security procedures. Staff were expected to engage in practices such as monitoring 

workplace and reporting hazards, using protective equipment such as gloves (when indicated by 

policy), participating in vaccination programmes, attending preventative injury training (such as 

Liten-up64 and fire safety) and following safety and security procedures. The procedures involved 

associated behavioural practices: management of clinical risk by following procedures, processes, 

protocols, policies, best practices guidelines and writing an occurrence report should an incident 

happen. 

 
64 Liten-up: Safe patient moving and handling techniques training 



146 

I see technologies of discipline governing access to, and use of, material objects collectively 

emerging within this document, which indicated who had the authority to issue such materials 

and who could access them, and involved prominent discourses of resource effectiveness, 

ownership, accountability and responsibility. All staff were subject to regulations and procedures 

concerning the issue and use of equipment, including clothing and vehicles, identification cards, 

pagers, telephones, computers and email, supplied by the DHB to employees to support their daily 

routine roles and practices. All staff were expected to take responsibility to follow the rules in 

place when using these objects, thus ensuring careful and prudent use of resources and time. The 

emphasis here was the construction of a safe workplace through the development of a quality 

improvement, safety-aware and learning culture in which everybody was expected to participate. 

Continuing education 

Learning and Development services were responsible for ensuring staff were provided with 

opportunities to access knowledge essential for them to carry out their roles in a particular way, 

as determined by the DHB, usually in the form of workshops. While some training was mandatory 

for new staff or part of an annual update requirement for all staff, other competency training was 

available as managers thought appropriate on an individual basis. The second document I use as 

an exemplar is a framework written by a team from a Learning and Development service, the 

Waitemata District Health Board competency framework (Waitematā DHB, 2004b). Again, 

although ‘clinical governance’ was not named, the meaning in the text was constructed from 

statements that clearly linked the content to preferred conduct associated with take up of a variety 

of clinical governance discourses, such as learning and clinical effectiveness, ownership, patient 

experience and safety/risk management discourses. The service aimed to “clearly indicate what 

are the important behaviours here – what we expect of everyone, no matter what their position or 

role” (p. 2). 

I was able to compare the learning effectiveness discourses in the competency framework 

document with those present in texts produced by or concerning the practices of OTs, signalling 

the take up of DHB preferred knowledge transmitted by service level management that reinforced 

clinical governance practices. For example, some occupational therapy practitioners would 

identify “opportunities for innovation and improvement” (p. 4) by taking up the chance to engage 

in constructing protocols for occupational therapy assessments and interventions. The various 

published DHB occupational therapy practice guidelines65 provided OTs with the ‘right’ way to 

behave with patients, guiding their daily occupational therapy practices so that they were 

clinically effective according to DHB preferred knowledge. In this way, OTs were encouraged to 

“follow policies, protocols and guidelines designed to prevent harm (by) act[ing] in ways that 

ensure[d] the safety of themselves and others” (Waitematā DHB, 2004b, p. 4). They were also, 

 
65 Examples of OT DHB guidelines on how to do a particular OT intervention: How to make a hand resting splint; 
how to carry out a home visit; how to run a falls prevention group; how to do an initial OT assessment. 
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however, demonstrating ownership and clinical effectiveness of their profession, thus taking hold 

of circulating power that would enhance their own professional status. 

Additionally, accountability and ownership discourses in the competency framework document 

set up expectations that practitioners would take up practices that demonstrated taking 

responsibility for their own actions by “admitting mistakes and moving to correct” (Waitematā 

DHB, 2004b, p. 6). It would also mean seeking constructive feedback, so these would be not 

unlike the behaviours that would be in play within the professional supervision required by the 

HPCAA. Here, practitioners would reflect on their practice and discuss how they could have done 

better in preparation for future practice. In Foucauldian terms, I would also suggest that ownership 

and accountability statements produce clinical governance discourses associated with neoliberal 

governmentality. Foucault (2008a) describes the economic subject, “homo economicus” as an 

“entrepreneur of himself... of his own capital... his own producer” (p. 226). These entrepreneurs 

are the subjects who actively take responsibility and accountability for their own actions while 

also looking for opportunities to develop and produce new practices, not unlike the OTs who write 

their own DHB behavioural standards of practice and demonstrate accountability through 

engagement in supervision. 

Competency framework also addressed what constituted patient experience practices by 

foregrounding client-centred interventions through support of the ‘informed choice’ of patients, 

and by encouraging practitioners to look for ways to collaborate towards constructive, effective 

outcomes. When applied to practice, OTs would need to demonstrate a client goal-setting process 

within their assessments and show evidence that the goals were achieved. Placing assessment 

report forms – constructed by OTs and reviewed by a DHB document approval process – within 

the patient’s record were a way of ensuring that there was knowledge of what was done, and that 

it followed protocol and was clinically effective. In taking up practices produced by clinical 

governance discourses, OTs themselves needed to be current in the knowledge and skills required 

in their particular area of work, by being proactive in following up their own development needs 

and learning opportunities, again echoing clinical governance discourse. 

Monitoring 

The surveillance aspect of clinical governance also appears in the competency framework 

document. DHB records and certificates were produced so that the staff member could keep 

account of workshop and course attendance, should they need to provide evidence of attendance 

to their manager. Internally, DHB individual professional development electronic portfolios were 

also being “developed and maintained” (Waitematā DHB, 2003a, p. 2) by Learning and 

Development, presumably signalling a shift away from paper documents. It should be noted that 

this Learning and Development surveillance was occurring alongside other means of surveillance. 

For example, DHB-appointed occupational therapy clinical supervisors were charged with 
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monitoring their supervisees online via the OTBNZ continuing competency framework 

comprising standards that constituted occupational therapy practice competence at a particular 

moment in time. Supervisors could also comment upon a supervisee’s professional conduct and 

competence, and they would sign a supervision log confirming what had been discussed in 

supervision (OTBNZ, 2004c, p. 8). Although I cannot generalise, my own experience of 

supervision in Moment 1 was that I was required to have monthly supervision from the service 

occupational therapy clinical supervisor, which felt more like DHB surveillance, rather than a 

safe space to reflect and contemplate practice. It limited what I took to supervision, reflected upon 

and shared with the supervisor, which, in my opinion, negated the whole reason for professional 

supervision in the first place. 

Overall, the documents revealed to me how the patient quality and safety discourses played out 

in the construction of policy intended to transmit DHB approved beliefs and knowledge into the 

practices of frontline practitioners, including OTs. 

Professional governance 

As a product of quality improvement and professional leadership discourses, the Auckland DHB 

allied health structure was reconstructed in 2002 (Mueller & Neads, 2005) initially by the 

appointment of a Director of Allied Health, later followed by the introduction of Professional 

Leaders of Occupational Therapy, Physiotherapy, Social Work, etc. These Professional Leaders 

reported directly to the Director of Allied Health, as the professional structure was constructed so 

that it functioned alongside the operational management structure. Feedback from practitioners 

revealed some resistance amongst staff regarding the shift from the traditional single-profession 

departments to interdisciplinary therapy teams and how the proposed structure would affect 

professional competence and leadership. Staff also signalled that they wanted to be represented 

professionally at senior management level in order to have a stronger voice within the DHB 

(Mueller & Neads, 2005). 

Rather than naming the new allied health framework as ‘clinical’ governance, it emerged as a 

‘professional’ governance framework. However, an analysis of the ‘professional governance’ 

framework revealed statements that clearly aligned it with clinical governance. Professional 

governance laid out how clinical and professional standards, risk management, quality 

improvement and best practice would be maintained through technologies of discipline to ensure 

compliance with DHB preferred behaviour (Auckland DHB, 2012). The disciplinary technologies 

associated with professional governance included developing processes, guidelines, programmes, 

clinical indicators and policy to standardise, and to provide surveillance of, daily practices. There 

was also an expectation that practitioners would participate in projects, reviews, audits, 

committees and research, but these practices would be done in addition to their daily clinical 
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interventions with and for clients, hence Gauld’s contention of practitioners now having ‘two 

jobs’ (Davies et al., 2014; Gauld, 2013). 

Professional governance created opportunities for a change in how different allied health 

professions interacted and practiced together. Collectively, the outcome of their practices would 

be aimed at providing an improved quality of patient care and experience through teamwork, 

rather than working separately within siloed professional environments. Yet there was also space 

provided for individual professions to address their particular practices that defined them as a 

named professional group, such as occupational therapy, enabling take up of OTBNZ professional 

competence discourses. As similar practices emerged from professional governance, compared 

with DHB quality improvement initiatives, I would argue that clinical governance was 

inadvertently masked by both constructs; it being known by other names may be one reason why, 

in Moment 1, practitioners seemed unaware of the introduction of clinical governance. From my 

own experience, I would say that it is likely OTs might have thought they had been provided with 

the space to act somewhat autonomously and that the origin of circulating discourses promoting 

changing practice was their own profession, rather than it being through DHBs taking up 

discourses from the Ministry of Health producing quality improvement frameworks. Therefore, I 

would argue that governance of the conduct of OTs working in DHBs was being actively 

constructed by two separate entities, the DHB and the OTBNZ, who, it is important to note, were 

themselves both governed by the New Zealand government through law, policy and strategy such 

as the New Zealand Health Strategy (King, 2000). 

Clinician level 

At the micro level, quality improvement discourses have produced grids of specification, the 

systems that describe how discursive objects are related and categorised. For OTs, quality 

improvement is revealed within DHB occupational therapy process documents, which are written 

to reflect best practice at the time. The documents primarily tell OTs what they should do in their 

daily DHB practices in order to ensure that they are following quality improvement behaviours. 

In one document they may be instructed how to greet and interact with clients using a client-

friendly approach. In another document they may follow a particular process, such as how to 

assess the client’s need and eligibility for a particular wheelchair and then how to correctly 

measure the client for the wheelchair and any required accessories. Then they may follow another 

document specification that provides the section headings that will enable them to write 

standardised DHB reports about the wheelchair assessment. These DHB documents call upon 

professional occupational therapy practice discourses to, in turn, support the DHB quality and 

safety of patient care discourses within them. 

The occupational therapy DHB documents objectify and thus name and describe particular 

occupational therapy practices, usually associated with the physical and cognitive measurement 
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and reporting of people, and what they do in their daily life. In line with Foucault’s ideas on 

power/knowledge, the documents showcase occupational therapy professional knowledge shaped 

by DHB conditions. With standardised practices underpinned by evidence-based preferred 

knowledge, the credibility of occupational practices is heightened, enabling them to hold power 

within DHB teams. For instance, a common example of a published, approved DHB occupational 

therapy document would be a home visit guideline (Waitematā DHB, 2005c), used to assess 

patient safety through the observation of activities of daily living in the home environment. When 

documented into standardised occupational therapy assessment report forms, findings and 

recommendations form part of the patient care record. The recommendations are designed to 

influence the discharge decisions made by the clinical team and align with the goals of the patient, 

and so become a powerful tool in DHB risk minimisation and patient safety outcomes. Thus, the 

occupational therapy voice is given space and time to be heard and considered in the 

determination of patient care. 

Guideline documents are intended to shape the behaviour of practitioners and the outcomes 

created by their conduct. However, as Foucault notes (1997), where governance is applied in 

society, individuals must be able to engage in the practice of freedom; a condition for the exercise 

of power. Despite the risk of disciplinary consequences, where mechanisms of punishment may 

be applied, individuals remain able to choose (within the context of time and space) how they will 

behave when confronted by particular disciplinary techniques, resulting in different outcomes 

both for themselves and for others. In some cases, as in the construction of the occupational 

therapy initial assessment documentation (discussed later in the chapter), there is an opportunity 

to strengthen the position and power of occupational therapy by making visible what OTs actually 

do in a DHB. In other cases, such as Care Aims (also discussed later), there can be partial take up 

by clinicians, but resistance towards using it as fully intended, if it conflicts with more dominant 

individual subject positions. 

For further examples of technologies of discipline in play on the bodies of OTs within a DHB. 

see Appendix D: Power-point thinking; “Done to OTs: The political technology of the body and 

the soul”. 
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Discourses producing prominent OT subject positions 
During Moment 1, there was one overarching subject position that pointed to seven other 

prominent OT subject positions produced by discourses circulating within DHBs that are of 

interest to me. I have named them as: 

• The DHB professionally-governed OT produced by professional discourses merging 
with DHB quality improvement discourses 

• The prudent OT produced by economic and resource effectiveness discourses 
• The safe, quality-driven OT produced by risk-management and quality healthcare 

delivery discourses 
• The client-centred OT produced by patient experience discourses 
• The biculturally-aware OT produced by bicultural safety discourses 
• The reflective, accountable OT produced by accountability discourses 
• The entrepreneurial OT produced by learning effectiveness, ownership and clinical 

effectiveness discourses 
• OT leader produced by clinical leadership discourses. 

I also consider the idea of the Resistant OT arising from Foucault’s (1978) argument that “where 

there is power there is resistance” (p. 95). 

The DHB professionally-governed OT 

Pivotal documents in the construction of the ‘DHB professionally governed OT’ were the position 

descriptions that were provided on application for a job in the DHB. These texts show a glimmer 

of clinical governance terminology intertwined with supporting neoliberal, professional and 

cultural awareness statements. As an exemplar, I analysed a position description similar to one I 

had received for an Assessment, Treatment and Rehabilitation (ATR) Occupational Therapist 

vacancy for which I applied around this time (Waitematā DHB, 2003a). The statements within 

the document foregrounded multiple quality improvement discourses. 

• Clinical effectiveness discourses: OTs were to engage in evidence-based best practice to 
ensure sound treatment outcomes; they were to participate in professional supervision so 
that they could reflect upon their practice and ensure they were making safe, effective 
treatment decisions within their practice; they were also required to participate in the 
implementation of service developments within the DHB claiming to provide quality 
service delivery 

• Risk management effectiveness discourses: OTs were to meet professional occupational 
therapy standards by participating in DHB annual performance reviews, peer reviews and 
performance development; they were to adhere to health and safety procedures in their 
daily practices to ensure safety of patient and staff 

• Patient experience and bicultural awareness discourses: OTs were to set measurable 
patient intervention goals so patients experienced quality healthcare outcomes; OTs were 
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to have an understanding of Treaty of Waitangi and engage in bicultural practices with 
Māori to ensure a positive patient experience 

• Learning effectiveness and ownership discourses: OTs were to take responsibility for 
their own learning and to demonstrate their learning by keeping a professional 
development portfolio 

• Teamwork discourses: OTs were to collaborate with the multi-disciplinary team and the 
client by attending meetings and liaising with community services 

• Resource effectiveness discourses: OTs were to prioritise clients as a way of engaging 
in caseload management; they were to keep equipment and resource records that 
demonstrated prudent use of time and use of resources 

• Strategic effectiveness discourses: OTs would provide regular statistics concerning 
patient caseload and the kinds of patients they were seeing. These statistics informed the 
DHB about staffing levels, workload and ultimately, use of budget and future funding 
requirements. 

The systems, economic, individual responsibility, quality, safe delivery of patient care and 

teamwork discourses made visible within this document construct multiple subject positions for 

OTs to take up. To ensure normalisation into practice, disciplinary technologies, such as keeping 

records, following protocols, attending meetings and documenting use of resources, were required 

routine activities. Training in and normalising of preferred behaviour would occur when engaging 

in mundane routines and following practice guidelines, reinforced by regular monitoring and 

surveillance of daily performance that would be assessed, discussed and further disciplined by 

feedback during annual performance reviews. 

The prudent OT 

It is important to note that the occupational therapy profession was by no means unique in being 

made subjects of economic discourses and integrating them into their practices. The combination 

of the HPCAA legislation and the increasing emphasis on DHB ‘value-for-money’ statements, 

(i.e. prudent use of resources and time), invariably meant that foregrounded economic discourses 

produced behaviours that were then normalised into daily practices. An example of occupational 

therapy practice that was changed by economic discourse is splinting, which took time and 

resources if the splint was made from scratch. Custom splinting was a skill that was originally 

taught to occupational therapy students, and many OTs made bespoke splints by hand as part of 

their daily practice rather than using a preformed ‘off the shelf’ item. The limited extent of funding 

was one of the many aspects of medical practice that came under consideration during Moment 

1, leading directly to constraints in therapists’ time, and this in turn began to limit the degree to 

which custom splinting could be undertaken in daily practice. Splinting, upper limb guidelines for 

patients with stroke; Therapy Services (Waitematā DHB, 2005f) marks a change in practice from 

custom splinting to the use of ‘off the shelf’ splints. This document outlines the decision-making 

procedure for the provision of a hand splint, as depicted by a decision-making flow chart. By 

following the procedure, OTs could make the decision as to whether a splint was required and if 
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so, whether a custom or pre-fabricated one was the best choice. This decision-making tool melded 

together safe, best practice as well as ensuring prudent use of resources and time. 

The safe, quality driven OT practitioner 

A good example of the emergence of clinical governance discourses in the occupational therapy 

workplace is the Home and Older Adults Service [HOAS] quality and risk plan 2004-06 

(Waitematā DHB, 2004a) which constitutes quality as a multi-dimensional phenomenon that 

clearly sits within a clinical governance framework. Quality care is constructed as the provision 

of continuous, safe, effective, efficient, responsive, equitable, appropriate and people-centred 

care. This document is particularly important, as the quality and safety discourses within it were 

intended to produce subject positions that would directly bring about change to clinician practices, 

ensuring behaviours that managed risk and foregrounded quality care provision. In the case of 

OTs, they took up people-centred care discourses, focussing on constructing a patient goal-setting 

tool to be used by the multi-disciplinary team with their patients (Waitematā DHB, 2005g). See 

next section. 

The discursive statements within the document foregrounded policies and procedures for safe 

practice behaviours that would ensure the construction of a safe work environment. As other texts 

show, OTs were actively taking up these discourses by writing documents to validate, monitor, 

audit and evaluate their own practices (Waitematā DHB, 2005d). The HOAS quality and risk plan 

document also takes up a number of disciplinary strategies constructed by other services to 

minimize risk and promote safe practice. They include mechanisms such as clinical supervision, 

peer review and audit. These practices are also listed in the occupational therapy position 

descriptions, as seen earlier in the ATR occupational therapist document, and were taken up by 

OTs who normalized them into their routine practices. Perhaps the most substantial inclusion is 

“To implement the Health Practitioners Competency Assurance Act” into the service quality plan 

to comply with government standards (Waitematā DHB, 2004a, p. 14). This statement signals 

DHB recognition of the 2003 HPCAA legislation. It also, by association, acknowledges the role 

of the professional regulation boards emerging from the legislation, such as OTBNZ, to ensure 

clinicians would provide safe, quality, competent professional practice. 

The client-centred OT practitioner 

Client-centred discourses were prominent within the HOAS quality plan. Practitioners were to 

receive training through the use of the CLANZ Working together manual (CLANZ, 2002). The 

training focussed on how to communicate in a way that would be welcoming to clients, presenting 

information that could be understood, enabling participation in setting goals, and empowering 

patients to make informed decisions. 
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Additionally, OTs at Waitematā DHB were taking up the client-centred discourses generated 

within the profession by involvement in the construction of client-centred, outcome-focused goal 

setting. An adapted occupational therapy tool imported from Canada, the Canadian Occupational 

Performance Measure [COPM] (Law et al., 2005) was produced by the norms and taken up into 

occupational therapy practice. This project, informally named Setting steps, was intended to be a 

multidisciplinary initiative (Waitematā DHB, 2005e), but OTs were active in leading and rolling 

out the project. The final tool, Steps/goals in your rehabilitation (Waitematā DHB, 2005g), 

accompanied by a training video and script, was a response to the service plan requirement to 

demonstrate client-centred goal setting in the HOAS quality and risk plan 2004 – 06 (Waitematā 

DHB, 2004a). The tool was used with patients in order to reveal their personal recovery goals, 

which then became central to team intervention planning and outcomes, rather than practitioners 

setting goals without patient consultation. If a patient revealed a goal to be discharged home, for 

OTs, it would include further discussion with the patient about, for instance, the goals concerning 

daily activities the patient needed, or wanted to engage in at home, and whether they wanted to 

be independent in that goal or would accept help to achieve it. In my experience as a front-line 

practitioner, if they wanted to go home, common examples of older adult patient goals would be 

a desire to go to the toilet independently, having assistance to shower safely and arranging for a 

care-worker to come and do the cleaning in the home because it was an activity they could no 

longer physically engage in. 

The biculturally aware OT practitioner 

Bicultural’ discourse is meaningful to Māori as it identifies a certain relationship with the Crown 

through the Treaty of Waitangi. The bicultural discourse positions Māori in quite a specific way. 

Firstly, Māori are recognised as tangata whenua66, the people of the land, who never ceded 

autonomy. Reparations due to historic loss of land are addressed through the Waitangi Tribunal 

established in 1975. Secondly, Māori hold equal social, educational, economic, judicial and health 

status alongside the non-Māori population. Thirdly, Te Reo Māori is one of the official languages 

of New Zealand while tikanga Māori67 cultural practices hold equal status alongside non-Māori 

customs (Hayward, 2012b). So the bicultural discourse can be understood as producing an 

understanding that Māori and non-Māori are placed on an equal footing when it comes to human 

rights and expression of culture. It would seem to me that the Treaty of Waitangi, referenced as 

the foundation of the New Zealand health strategy (King, 2000), acts as a mechanism of power 

signalling that Māori should receive and enjoy the same privileges and experiences accorded to 

66 “A generic term for Māori comprising those with mana whenua [land] responsibilities – Māori who are tied 
culturally to an area by whakapapa [genealogy] and whose ancestors lived and died there; together with taura here 
[urban kinship group] – Māori who are resident in an area but who belong to waka [kinship via descent from ‘first 
fleet’ canoe migrating to Aotearoa] and tribes from other parts of Aotearoa/New Zealand”. (Occupational Therapy 
New Zealand - Whakaora Ngangahau Aotearoa. (2015). OTNZ - WNA Te Tiriti/Treaty relationship governance 
model. Retrieved 25 May 2021, from https://www.otnz.co.nz/occupational-therapy/te-tiriti-treaty-relationship-
governance-model/ (para. 3)). 
67 Māori customary practices or behaviours, derivation from the Māori word ‘tika’ which means ‘right’ or ‘correct’. 
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non-Māori, such as good health, educational opportunities, land ownership and freedom to 

participate in cultural practices and use of Te Reo Māori. 

The Waitemata District Health Board competency framework (Waitematā DHB, 2004b) also 

provides an example of clinical governance tailored to New Zealand conditions by recognition of 

The Treaty of Waitangi. The framework includes statements reinforcing behaviours that focussed 

on carrying out “partnership obligations” by practices that would “reduce inequality” (p. 5). The 

document preferred demonstration of culturally sensitive practices through actively seeking 

information from people about their cultural needs. In practice, during this Moment, OTs were 

exposed to cultural awareness discourses by Māori Health services that emphasized the correct 

way to behave when working with Māori clients. The DHBs’ internal Māori Health Services 

constructed policy documents (Auckland DHB, 2003b; Waitematā DHB, 2003c) laying out 

culturally appropriate practices for healthcare practitioners to follow. The documents clearly 

outline appropriate behaviour to ensure responsiveness to Māori patients and whānau, and invite 

further communication with Māori Health Services where appropriate. Protocols for mundane 

daily practices are described so that staff should know and demonstrate best practice with their 

Māori patients, and included karakia (prayers), whānau awhi (family support), pānui (provision 

of information), ngā hiahia hoki (specific needs), ngā taonga (management of valuables), kai 

(food), kākahu moe/horoi hoki (sleepwear/correct use of linen), and pomimi (correct use of 

bedpans). The policies align with a number of pillars of the governance framework (See Chapter 

6), particularly patient experience and clinical excellence, and OTs were expected to take up the 

behaviours and demonstrate them when working with Māori. 

The introduction of the policies was also supported by workshop training such as Te Pumaomao 

(Murphy, 2006), a two-day course open to all practitioners in order to gain insight and 

understanding of Māori history, language and customs as well as providing a space to discuss 

practices that could be incorporated into daily life in recognition of the Treaty of Waitangi. 

Another example of a workshop that aimed to change practices and incorporate cultural awareness 

into daily interactions with Māori clients was Tū Ngātahi: Practically implementing the treaty in 

your workplace (Waitematā DHB, 2006), held at the hospital marae by Māori Health Services. 

As an occupational therapy practitioner working in a DHB about this time, I attended both 

workshops and, as a result, was able to begin to change my practice to actively consider 

differences between my own culture and that of Māori. By taking up the bicultural discourse, I 

believe I was able to be more thoughtful, respectful and responsive to the needs of Māori clients; 

which, in clinical governance terms, demonstrated learning effectiveness, clinical effectiveness, 

patient experience and communication effectiveness. 
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The reflective, accountable OT practitioner 

OTs are known to have historically engaged in reflection and clinical reasoning as a silent, routine 

professional practice (Mattingly & Hayes Fleming, 1994b). I would argue that ethical practices 

associated with technologies of the self, such as confession and reflection (Foucault, 1978), were 

strengthened by discourses from the HPCAA that require supervision to be a mandatory 

professional practice. The confession is a particular sort of disciplinary practice that acts on the 

body as a kind of internal self-surveillance and monitoring process. Foucault describes the 

tradition of religious confession, where priests listen to their parishioners engage in ‘truth telling’, 

recounting their behaviour over a certain period of time. The priests hold the power to forgive or 

discipline the parishioner (Foucault, 1978). Confession can also be considered a practice 

associated with neoliberal governmentality, where subjects acknowledge personal accountability 

and responsibility for their own actions. Confession is a space where they are able to think about 

their conduct, tell it to an authority and receive disciplining. Likewise, in supervision, the clinician 

engages in a confession of their practice activities. The supervisor listens, acknowledges positive 

outcomes and disciplines other practices by guiding supervisee reflection to consider more 

acceptable future behaviour. 

In Moment 1 both the DHBs and OTBNZ took up supervision requirements because they were 

mandated to do so by HPCAA, and clinical supervision became part of the surveillance process 

that OTs were required to engage in. This was regulated both by OTBNZ (OTBNZ, 2004a; 

Simmons Carlsson & Herkt, 2012) as part of continuing competence, and by DHBs, through the 

inclusion of clinical supervision in job descriptions (Waitematā DHB, 2003a). In Moment 1, 

practitioners took up accountability for their practices by being visibly required to demonstrate 

that they reflected on their practices through meeting and discussing their practices with a 

supervisor, and by keeping a log containing what they discussed and what they would do to 

improve their practices (2003a). However, in my experience, it did not prevent me from engaging 

in silent self-reflection and reasoning. This would sometimes lead to thoughts that were not 

entirely in line with DHB economic discourses, but were associated with enduring professional 

discourses that foregrounded quality of life and access to participation in occupation, rather than 

cost. This contest of discourses meant that in some cases, I needed to decide which subject 

position to take up at that moment – which discourses were more meaningful to me. 

The entrepreneurial OT 

Foucault (1977a) argues that discourses are not just constraining, but offer opportunities as well. 

Dominant governance discourses opened up opportunities for practitioners to construct evidence-

based documents that validated their practices with patients. OTs were actively encouraged to 

construct occupational therapy assessment processes and forms standardised to a service and 

based on discourses from professional evidence produced internationally. One notable DHB 

project was published in the New Zealand Journal of Occupational Therapy: Washing away SOAP 
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notes: Refreshing clinical documentation (Blijlevens & Murphy, 2003). In the DHBs, the forms 

were a means of keeping permanent records of occupational therapy plans and interventions, and 

could be scrutinised should there be a problem with healthcare delivery. These forms clearly 

demonstrated the (neoliberal) professional and clinical governance discourses expressed through 

practices expected of the DHB. For instance, the reports were constructed to make visible that the 

occupational therapy practitioner had engaged in patient goal-setting by writing down the things 

that the patient hoped to achieve during their hospital stay. The reports also had the capacity to 

reveal whether practitioners had made careful choices when making decisions about equipment 

rental, demonstrating economic responsibility and competent use of professional knowledge. The 

documents showcased the often-hidden practices and beneficial outcomes produced by OTs so in 

effect, they served both DHB clinical governance and professional practice purposes. 

Washing away SOAP notes was taken up in occupational therapy DHB workplaces as an 

assessment and documentation format (Table 7). The initial occupational therapy assessment 

documentation policy and accompanying report form produced by at least two separate DHB 

services, was constructed from their work. Waitematā DHB Initial assessment documentation, 

occupational therapy (Waitematā DHB, 2005d) and the AT&R occupational therapy - initial 

assessment form (Waitematā DHB, 2005a). 
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Table 7. (Blijlevens & Murphy, 2003) Washing away SOAP notes: Refreshing clinical 
documentation. Patient goal-setting. Copyright 2003 NZJOT. Reproduction rights granted. 

 

Taking a holistic position, the DHB documents constructed a process that told OTs what they 

needed to do, and it structured their professional conduct and practices to fit both occupational 

therapy and DHB discourse. The process enabled OTs to measure and record the physical and 

cognitive abilities of their clients to safely engage in activities they needed or wanted to do, such 

as being able to go to the toilet, dressing and meal making, in readiness to return to their home 

environment. For the DHB, when a client is able to safely participate in these activities, it signals 

the possibility for discharge. Therefore, the practices of the OT are instrumental in the fulfilment 

of clinical governance risk management and fiscal responsibility policy. 

By constructing the occupational therapy initial assessment into a standardised, DHB approved 

process, a specific amount of time could be allocated to complete it, so it efficiently managed 

time; it focussed on core practice, such as self-cares and equipment provision, making it efficient 

and quality driven; it identified patient safety issues, thus identifying potential risk; it incorporated 

patient goal setting and so was client-centred; information on the social and cultural background 

of the client was collected so cultural awareness was built-in; it predicted patient outcomes and 
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who would benefit most from treatment, so it addressed practitioner efficiency. When these were 

combined, it also fulfilled requirements of fiscal prudence, since OTs could work through the 

process almost automatically: the cost of clinician time became both manageable and reportable. 

I would suggest that every time an assessment form was completed by an OT, it became an 

opportunity to think about the practices that were available to them and make decisions about 

what their plan for that particular client would be. These practitioners were effectively applying 

Foucault’s notion of ‘technologies of the self’ practices (Foucault, 1988d) to better relate to their 

patients. I would also argue that with each assessment form they completed, they would be 

applying their knowledge of the Code of ethics for occupational therapists (OTBNZ, 2004a) by 

reflecting on what they believed was the right professional action to take for their client at that 

moment. The initial assessment form made transparent their professional subject positions by 

what they recorded they were planning to do on the form and by completion of further patient 

record notes as the interventions progressed (Table 8), documenting what they actually did, 

culminating with a summary of the outcomes expected for the patient. 

The assessment form was a starting point for demonstrating what the ‘doing’ in occupational 

therapy ‘did’, as it could be read by other team members as a statement of occupational therapy 

clinical, risk management, resource and learning effectiveness, patient experience and ownership 

of a particular scope of practice. I would therefore argue that the initial assessment was, for OTs, 

a technology of discipline that revealed the occupational therapy patient – professional 

partnership of clinical governance. It could also be used as a form of surveillance to monitor 

occupational therapy practitioner competence, acting partly as a constraint, but ensuring that the 

client was receiving the appropriate care as defined by the DHB. 
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Table 8. (Blijlevens & Murphy, 2003) Washing away SOAP notes: Refreshing clinical 
documentation. Progress note. Copyright 2003 NZJOT. Reproduction rights granted. 

 

The OT leader: Practices in action 

An unpublished draft, Evaluation quality action plan 2006: Occupational therapy (Molyneux, 

2006) was a review summary of an occupational therapy quality plan that had been implemented 

within an occupational therapy service over the previous year. The text demonstrated how an 

occupational therapy professional leader was using clinical governance concepts in practice, 

although as in most other texts from this Moment, did not name them as such. The document 

constructs the subject positions of an occupational therapy clinical leader from clinical 

governance discourses, but with the added authority to manage OT staff on a daily basis. 

This leader was actively leading front-line clinicians by implementing and overseeing practices, 

and, importantly, ensured that the clinicians had collaborated in the construction of service 

delivery procedures, and ultimately, the take up of practice behaviours. Clinical governance is 

applied in the context of New Zealand, where occupational therapy professional competency 

requirements flowing in from the OTBNZ have been combined within the framework along with 

behaviours associated with the Treaty of Waitangi, producing a practitioner/patient partnership. 

Statements in the document suggest that staff were consulted and involved in the development of 

processes that would guide their practice behaviours, indicating collaboration between front-line 

clinicians and their professional leader. Examples of occupational therapy practices exercised by 

this leader and the occupational therapy staff include those in Table 9. 
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Table 9. Adapted from Evaluation quality action plan 2006, with permission. 

Evidence of governance Example 

The economic leader 

Efficiency / prudency / wise use of knowledge 
and resources 

(Implementation and management of environment 
and resources) 

Careful deployment of full-time equivalent (FTE) 
hours and use of part-time staff. 

Screening and prioritisation of referrals 

Review of cases/ interventions and evaluation of 
intervention (outcomes) 

Reduce expenditure on rental equipment (review 
of monthly bills; follow equipment supply 
procedures) 

The culturally safe, client-focused leader 

Patient experience 

 

(Implementation of culturally safe, client-focused 
discourses into practice) 

Development of a patient brochure informing 
patients / whanau about allied health services and 
how to access them. 

Review notes to check if contact has been made 
by the Māori Health Service; if not, make a 
referral and follow up. 

The clinically effective leader 

Quality focus 

 

(Generation and implementation of best practice 
policy) 

Development of standardized procedures in form 
of policy – Home visits; stroke guidelines 

Development of standardized documentation 
report forms and processes (take up of 
rehabilitation documentation guideline and 
assessment report form from aligned service – 
Washing away SOAP) 

Development / trial of initial assessment and 
progress notes format 

Adaptation and take up of existing standard form 
from another service to guide documentation of 
home visit reports.  

The risk management leader 

 

(Implementation of safe, ethical and legal 
practice) 

Liten-up training (manual handling) 

Falls prevention brochure 

Annual update courses (fire safety, infection 
control, privacy / confidentiality) 

Training and credentialing of therapy assistants in 
common equipment use and supply. 

The learning effectiveness leader 

 

 

(Implementing opportunities for management of 
self and people; continuing professional 
development) 

Attendance at relevant training days and courses 
(e.g. wheelchairs and seating; posture 
management) 

Regular in-service / journal club schedule 

Some in-services focused on learning new 
assessment skills and communication of results. 

Maintain an attendance record for each in-service 
(data collection / surveillance) 

Note: Sometimes cancelled due to high workload 
commitments. 

Clinical practice placements for OT students and 
collaboration with OT school. 
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OT resistance to discourse 

Foucault (1978) argues that there is always the potential for resistance. Not all OTs are compliant 

with rules constructed to guide their practice. It is known that on occasion, they resist, often 

silently (Silcock et al., 2016), by engaging in underground practices (Hayes Fleming & Mattingly, 

1994). In DHBs, some practices did not sit comfortably with OTs; their subject positions produced 

from preferred DHB clinical governance practices may conflict with their deeply ingrained 

professional ethical practices. 

I have direct experience of two examples of such conflict from Moment 1. The first concerns an 

emphasis on careful selection of patients, choosing only those who would benefit the most with 

respect to outcomes and cost, prioritised through a constructed process imported from the UK. 

The Care Aims assessment (Kate Malcomess Consultancy Limited, 2016; Malcomess, 2005) is a 

tool presented as client-centred, emphasising multi-disciplinary team work. It is designed to 

enable practitioners to make decisions about complex care interventions, specifically identifying 

those who would benefit most from their particular core practices, and prioritising those people 

to be seen. For OTs, this might, for example, have been assessments for equipment and housing 

modification. 

However, I suggest that an alternative discourse could have constructed and named Care Aims as 

a rationing tool, linked with economic restrictions. If so (and were this discourse made visible to 

practitioners), quite different understandings and associated behaviours would have been enabled 

to surface. Importantly, as mentioned in Chapter 5, within the occupational therapy professional 

discourse, subject positions have been created around social and occupational justice discourses 

promoting the beliefs (the accepted truths), that participation in occupation is essential for the 

health of all people and that actions by OTs promoting the quality of life should be available to 

all people. If people are denied access to occupation, and are “unable to do what is necessary and 

meaningful in their lives due to external restrictions ...where the opportunity to perform those 

occupations that have social, cultural and personal relevance is difficult if not impossible”, then 

they are in the state of “occupational deprivation” (Whiteford, 2000, p. 200). 

OTs strive to counteract this state through occupational justice, the enablement of access to 

occupation, defined as “economic, political, and social forces which create equitable opportunity 

and means to choose, organize, and perform occupations that people find useful or meaningful in 

their environment’ (Townsend, 1999, p. 154). The Care Aims document does not mention 

‘economic prudency’ by name. However, selection and prioritisation of patients who are predicted 

to benefit most, while declining others, can be construed as ethically problematic to OTs, because 

of the professional discourses foregrounding occupational justice. Although the OTBNZ Code of 

ethics for occupational therapists (OTBNZ, 2004a) does address prioritisation and “allocation of 

available resources” (p. 3), restricting access to occupational solutions may not sit comfortably 
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with all OTs. OTs who continue to foreground Welfarist discourse within their subject positions 

may resist engaging in DHB preferred behaviours associated with rationing services and 

resources. The caring and supporting discourses arising from humanistic ideology construct social 

and occupational justice subject positions for OTs who professionally to want to consider the 

individual needs and desires of every patient referred to them, not only those who fit the economic 

brief of a DHB governance remit. In Moment 2, there was silence regarding Care Aims, 

suggesting that this particular initiative may have been resisted and the discourses backgrounded. 

In Chapter 8, alternative discourses emerge that address the management of client referrals. 

The second example concerns limits on what interventions were provided to clients during their 

recovery, which were reinforced by another construction, the role of a ‘Specialised Assessor’68. 

OTs working in certain areas of DHBs, such as physical health, community and paediatrics also 

held a second role in their job description as specialised assessors, and were required to work with 

the private company, Accessable. As an early government/private sector partnership, OTs were 

required to assess clients for equipment provision eligibility and abide by priority guidelines when 

issuing equipment (Accessable, 2003). They were expected to demonstrate economic prudency 

by prescribing only essential69 equipment, rather than that considered desirable70 to improve a 

person’s quality of life. These conditions likely created ethical dilemmas for some OTs, including 

myself, who maintained a holistic, quality of life subject position retained from professional 

discourses that were dominant prior to Moment 1. These conflicting discourses provided 

opportunities for resistance through underground practices (Hayes Fleming & Mattingly, 1994), 

where OTs constructed novel reasoning in order to provide equipment for their clients. 

Summary 
Managerial knowledge and status was challenged by emerging clinical governance discourses 

that questioned the power of hospital managers to act alone in making decisions about healthcare 

provision. Foregrounded discourses preferred shared holding of power and responsibility for 

clinical decision making, leadership and management. New clinical governance and leadership 

knowledge supported redistribution of power throughout hospitals to be shared by both healthcare 

professionals and managers. 

This chapter has revealed a moment where discourses intersected and produced the conditions for 

change in the way OTs practiced in publicly-funded healthcare provision. The documents 

analysed for this study reveal that multiple discourses were at play arising from a number of 

 
68 Specialised assessor: “Holds certain areas of accreditation which relate to their qualifications and experience in that 
field” (Accessable. (2003). Specialised assessor equipment manual. A modified version of the original equipment 
manual for the Auckland and Northland Regions. , p. 3.). Occupational therapists may be specialised assessors in 
household equipment, home modifications and wheelchair and seating prescription. 
69 Essential: “There is no other viable alternative. Without the equipment the person would be subject to avoidable 
harm and would not be able to meet the eligibility criteria.” (Accessable, 2003, p. 3) 
70 Desirable: “If the equipment will only improve the quality of life for the person, this is classified as desirable and 
does not meet the eligibility criteria.” (Accessable, 2003, p. 3). 
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sources, which influenced occupational therapy practice. Discourses taken up by the New Zealand 

government produced preferred knowledge about the best way of delivering quality, safe, value 

for money population healthcare. These favoured discourses drove the construction of legislation 

that produced the emergence of the DHBs, as well as practices in the DHBs associated with the 

construction of clinical governance frameworks. Preferred discourses were also instrumental in 

revised constructs of professional boards, such as OTBNZ, through the passing of legislation 

prioritising regulation and competence. 

Within the documents selected for this moment, I identified a corpus of statements that, together, 

constructed the emergence of clinical governance frameworks (named as quality frameworks) at 

a senior management level in the DHBs, evidenced in their annual or strategic plans (Auckland 

DHB, 2003a; Counties Manukau DHB, 2005; Waitematā DHB, 2003b, 2005b). I also revealed 

evidence of certain quality improvement discourses circulating to middle management and 

through to the practitioner at the front-line via the circulation of statements within competency 

and quality plans (Molyneux, 2006; Waitematā DHB, 2004a, 2004b). 

Additionally, my reading of the documents led me to believe that clinical governance discourses 

were not necessarily visible to OT clinicians at the front line, not only due to being named 

‘quality’ but presented as ‘professional discourse’. This presentation was either intentional, or 

because the OTBNZ competency framework echoed similar discourses, with practitioners 

assuming that clinical governance related statements were actually flowing in from this 

professional regulatory body. I would suggest that clinical governance, or ‘quality’ frameworks 

at the frontline in Moment 1 established processes to discipline practitioners into engaging in 

certain practices that were not only in line with the New Zealand Health Strategy (King, 2000), 

and the requirements of the New Zealand Public Health and Disability Act 2000, but also 

demonstrated that DHBs were fulfilling the competency requirements of the 2003 HPCAA as a 

safety practice, in line with clinical governance risk management effectiveness discourses. In 

effect, OTs were being governed for similar purposes by both OTBNZ and by the DHBs, raising 

the question of whether too much governance was occurring, particularly when considering the 

disciplinary and surveillance techniques set up by both organisations and the time taken for 

practitioners to engage in the various disciplinary practices associated with them. At the front 

line, take up of quality improvement discourses also acted to ensure practitioners engaged in 

practices that demonstrated acceptance of preferred knowledge associated clinical governance 

beliefs in clinical effectiveness, patient experience, teamwork, as well as prudent use of resources 

and risk management. 

Clinical governance frameworks can therefore, I believe, be construed as particular discursive 

constructions, that act as complex mechanisms of power within DHBs. These frameworks act to 

ensure practitioners take up preferred DHB knowledge and beliefs in discourses circulating within 
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the organisation. Through changes in behaviour they normalise governance practices into their 

daily routines. The DHB quality improvement discourses provide practitioners with information 

on how to behave and practice in the DHB. For instance, discourses inform practitioners that they 

are both responsible and accountable for their individual competence to practice and for the 

collective provision and delivery of quality, client-centred care (Gottwald & Lansdown, 2014; 

Haxby et al., 2010) provided by the DHB. Their practices, therefore, must demonstrate that they 

are engaging in these behaviours, most often by documenting and reporting on what they and their 

colleagues are doing through, for instance, peer review, assessment reports and supervision. 
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Chapter 8  2015-2017: Two roles 

A growing literature shows that clinical governance can improve patient 
safety, care quality and financial performances. (Gauld & Horsburgh, 2015, 
p. 4) 

Introduction 
In Chapter 7, Moment 1, I considered how early features of clinical governance emerged through 

the circulation and foregrounding of economic, systems, quality assurance and safety discourses 

that met together to produce quality improvement frameworks. The purpose of quality 

improvement frameworks was to ensure that patients received and experienced efficient, 

appropriate and safe care from health workers employed within the DHBs. Rarely was space 

provided enabling the emergence and construction of professional governance frameworks within 

a standalone allied health service. The preference was for allied health to be embedded within 

specialised health delivery services, such as those for older adults. Although organisational 

quality frameworks had been introduced into DHBs by the take up of these dominant discourses, 

other ‘clinical governance’ discourses remained less prominent in some DHBs. Leadership 

structures, patient experience initiatives and workforce learning and development opportunities 

were slow to emerge, signalling that the discourses constructing these objects were still 

backgrounded, limiting change to practice and approach to patient care. In 2009, the delivery of 

quality healthcare re-emerged as a problem for the incoming Fifth National Government of New 

Zealand because some of the clinical governance discourses that were needed to produce full 

integrated DHB frameworks had still not been prioritised following the reorganisation into DHBs 

early on in the tenure of the previous Labour-led government. A point of rupture marked 2009 

when the government enacted biopolitical power by foregrounding clinical governance and 

clinical leadership discourses that directed DHBs to engage in actions that were meant to 

remediate the emerging deficits perceived within healthcare delivery (Brown et al., 2009). 

In Chapter 8, therefore, I provide an overview of documents that reaffirm the intent of the New 

Zealand government to ensure that the construction of clinical governance frameworks was fully 

implemented in the DHBs. Firstly, I consider documents that reveal a renewed wave of emerging 

clinical governance, clinical leadership, clinical learning effectiveness and patient experience 

discourses that were foregrounded and circulated by the Ministry of Health to DHBs prior to 

Moment 2. These clinical governance discourses surfaced with an expectation from the 

government that the existing, narrow, quality frameworks would be reconstructed and emerge as 

explicitly named clinical governance frameworks while also featuring clinical leadership 

representing the professional voice within the system. The revised frameworks also needed to 

take up collective ownership and accountability discourses that visibly favoured a patient – 

professional partnership in the delivery and use of healthcare services, prompting the emergence 
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of events focussing on patient experience initiatives. Secondly, I present examples showing that 

after 2009, in some DHBs, clinical governance and clinical leadership discourses produced 

reconstructed allied health structures that included clinical leadership at all levels, as well as new 

ways of working within teams, opportunities to continue learning and participate in research and, 

importantly, opportunities to engage in initiatives designed to provide insight into the patient 

experience of the services provided. 

Moment 2 was a time of transition for many OTs, particularly those working in DHBs where 

allied health had not been entirely recognised as an entity in itself in Moment 1. I analyse a 

selection of representative texts associated with the opportunities opening up for OTs and explore 

how clinical governance discourses produced OT subject positions during this moment. Finally, 

I look at how OT conduct and practices were contingently influenced by this second wave of 

foregrounded clinical governance discourses. 

Governmentality 
As a precursor to Moment 2, economic discourses were again foregrounded with the occurrence 

of the global financial crisis of 2007-08, sparking a global recession. The newly elected National-

led New Zealand government announced that the country had entered a recession and was 

entering a period of “fiscal consolidation” (Bollard, 2009, p. 82) where government spending 

would be limited. While the recession did not immediately appear to affect healthcare delivery 

policy, the incoming Minister of Health, Tony Ryall, refreshed the original New Zealand health 

strategy (King, 2000) by publishing an updated interpretation, Implementing the New Zealand 

health strategy 2009 (Minister of Health, 2009). Economic discourses recognised “a significantly 

tighter funding growth path” (p. 10) that would “require effective management of cost growth 

measures” (p. 10) signalling “innovative use of the workforce” (p. 10). The emphasis was on 

“achieving better, sooner, more convenient services” (p. iii) with “increased clinical governance” 

(p. 9) and “strong clinical leadership and engagement and greater workforce development” (p. 

iii). This refreshed strategy would suggest that the government was asserting its power to govern 

through relations of power circulating preferred clinical governance and leadership discourses 

into DHBs via the Ministry of Health. Statements within the text pushed for certain behaviours to 

be taken up by individuals working in the DHBs. A Foucauldian analysis of this event would 

suggest that the notion of ‘governmentality’ was in play. The Minister of Health’s directive acted 

as a technology of power that governed both populations through the ‘biopolitics’ of having a 

healthcare delivery plan for the New Zealand population while also governing through ‘biopower’ 

acting on the individual bodies of DHB healthcare workers and those individuals named as 

‘patients’. 

DHB senior management reflected the clinical governance and leadership discourses within their 

District Annual Plans, inferring that delivery of healthcare aligned to government policy would 
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fulfil certain conditions. The appointment of clinical leaders would promote professionalism, 

engagement in teamwork and integrated care. Clinicians would ensure a safe and quality driven 

patient experience through the use of strategies providing innovation and excellence within 

practice (Auckland DHB, 2015; Counties Manukau Health, 2015a; Waitematā DHB, 2016a). 

Governmentality associated with DHBs provides an exemplar of a structure that demonstrates 

Foucault’s (1978) notion that “power is everywhere” (p. 93) and how individuals are subjugated 

within the microcosm of the DHB, making them behave in particular ways. Institutions like the 

DHBs also control the social behaviour of the wider population by having effects beyond the 

institution itself, which in the case of the DHBs is the health of the population. 

Foucauldian power/knowledge 

Power/knowledge circulating through Minister of Health: Commissioning a report 

In 2009, Minister of Health Tony Ryall used positional political power to commission The 

Ministerial Task Group on Clinical Leadership to examine leadership and governance in the New 

Zealand health system. The Task Group produced the defining document In good hands: 

Transforming clinical governance in New Zealand (Brown et al., 2009), which heavily referenced 

a review of NHS England, High Quality Care for all: NHS Next Stage Review Final Report 

(Department of Health, 2008), led by Lord Darzi, the UK Parliamentary Under Secretary of State. 

While the Darzi Report still favoured localised quality improvement and teamwork discourses, 

economic discourses that had produced practices involving cost containment, attaining targets 

and standards were less prominent. Notably though, the same leadership, excellence, clinical 

learning and development and patient experience discourses were prominently foregrounded: 

• Clinical leadership: Enabling clinicians to make clinical decisions about patient care 
through shared leadership between managers and clinicians; 

• Clinical excellence: Recognition of clinicians for their notable clinical conduct, learning 
and research contributions through the construction of excellence awards; 

• Professional development: Opportunities for clinicians to update and learn new skills; 
• Patient experience: Empowering patients to take more control over their own healthcare 

as partners with healthcare providers. 

I would contend that the ‘clinically focussed’ discourses within the Darzi Report could be 

understood as a rupture of knowledge and insights foregrounding the importance of preferred 

clinician behaviour, thus opening up an opportunity for the New Zealand government to question 

whether the DHB quality assurance and professional governance frameworks emerging within 

New Zealand healthcare delivery went far enough to ensure patients were receiving the best care 

possible within budgetary limits. It provided the space and time to pay attention to the prominent 

overseas clinical governance discourses featuring clinicians, in order to ensure that New Zealand 

healthcare delivery was at the cutting edge. Hence, the NHS England Darzi Report became central 

to the New Zealand government’s position on healthcare delivery due to its prominent referencing 
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within In good hands which then went on to flavour Implementing the New Zealand health 

strategy 2009, the update to the New Zealand health strategy. 

Clinical governance unmasked 

‘Clinical governance’ was finally named and described in New Zealand, rather than simply being 

referred to as A quality improvement strategy for public hospitals (Ministry of Health, 2001), 

which did not convey the multiple, diverse, discourses that had come together to produce the 

object ‘clinical governance’. Importantly, statements within In good hands explicitly deployed 

discourses supporting the formation of partnerships between executive managers and health 

professionals, with joint accountability for financial and clinical outcomes. It set the conditions 

of possibility for these partnerships by prioritising strong clinical leadership and decision-making 

throughout the organisation, from the board to the front-line of care through the construction and 

support of clinical leaders. This organisational structure was meant to be constructed so that lines 

of communication would work both horizontally and vertically, as well as from the top down and 

bottom up, as a means of engaging clinical staff, thus enabling a redistribution and circulation of 

power throughout DHB organisations. 

Through a Foucauldian lens, the DHBs as subjects of governmental power were to produce a 

revised construction of their frameworks. Therefore Moment 2 was a time of transition for many 

OTs, particularly those working in DHBs where allied health had not previously been recognised 

as an entity in itself. The overt naming of ‘clinical leadership’ and ‘clinical governance’ confirmed 

governmentality in action. Biopower would be held by clinical leadership at all levels ensuring 

that DHB-flavoured professional practice policies and regular engagement in professional 

supervision were taken up by clinicians through surveillance of their practice by live observations 

(Waitematā DHB, n.d.) and adherence to professional supervision requirements (Waitematā 

DHB, 2016e). Furthermore, because of the close networking of one service to another, rather than 

the historically siloed services, actions in one service area would produce effects in other service 

areas. Technologies of discipline and surveillance mechanisms constructed in one service, such 

as HR performance review processes, could be applied to other services such as allied health, 

ensuring that appropriate conduct and practices were observed by healthcare workers as they 

engaged in daily routines with patients and recorded for later reference if required. 

The Minister of Health endorsed the In good hands document, instructing DHBs to implement its 

recommendations. As such, the New Zealand government was enacting biopolitical power to send 

a clear signal that all DHBs were to design and implement their interpretation of a clinical 

governance framework, which included clinical leadership, recognition of clinical excellence, the 

construction of a learning environment and the monitoring of patient experience to improve 

quality. To strengthen the case for clinical governance, a number of events occurred after the 
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publication of In good hands, including the passing of the New Zealand Public Health and 

Disability Amendment Act 2010 establishing the Health, Quality and Safety Commission. 

Power/knowledge through legislation: The Health Quality and Safety Commission 

Acting as the New Zealand government’s authority of delimitation for the production and 

transmission of preferred knowledge and practices to ensure the delivery of safe, high quality 

healthcare, the HQSC’s stated objectives and practices were “(a) monitoring and improving the 

quality and safety of health and disability support services; and (b) helping providers across the 

health and disability sector to improve the quality and safety of health and disability support 

services” (New Zealand Public Health and Disability Amendment Act 2010, p. 10). The HQSC 

therefore functioned, and continues to function, as a mode of surveillance by monitoring, 

gathering and publishing data on the progress of healthcare organisations. It also became a source 

of the preferred knowledge constructed from clinical governance, clinical leadership, quality and 

safety discourses (HQSC, 2021b) circulated to healthcare workers via workshops and published 

documents. The HQSC enacts power due to its close relationship with the government, providing 

the commission with the authority to oversee and implement clinical governance and clinical 

leadership within New Zealand healthcare delivery. It is informed by a number of sources 

including: 

• Discourses taken up from UK healthcare delivery reports (Darzi/Francis/Berwick) 
• The New Zealand Triple Aim framework for quality improvement 
• New Zealand health strategy: Future direction & Roadmap of actions 
• The Treaty of Waitangi 

Power/knowledge circulating from abroad: Conditions for change 

Despite Lord Darzi’s championing of clinical governance, two other powerful documents 

circulated to New Zealand from the UK signalling areas of potential failure within clinical 

governance frameworks at all levels (Francis, 2013; National Advisory Group on the Safety of 

Patients in England, 2013)71. In New Zealand, the HQSC and DHBs appear to have heeded the 

patient care and professional excellence discourses foregrounded within these reports. 

The clinician accountability and patient care discourses within the UK documents surfaced after 

events within the NHS Mid-Staffordshire Trust revealed that patient safety was at risk because 

the Trust prioritised systems, business and standards outcomes rather than patient care, leading to 

the likely harm and death of patients. Additionally, statements suggested that a culture of poor 

communication and lack of individual responsibility amongst staff had also been tolerated and 

normalised within practice, again compromising patient safety within the Trust (Francis, 2013). 

As a response, quality and safety of patient care discourses were foregrounded while economic 

 
71 The Report of the Mid Staffordshire NHS Foundation Trust Public Inquiry, also known as the Francis Report, 2013 
and the subsequent Berwick Report, 2013, titled A promise to learn – a commitment to act: Improving the safety of 
patients in England. 
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discourses were backgrounded via emphasis on the preferred knowledge that governance was not 

about finance, processes and systems, but about leadership and accountability at every level, and 

that patients always needed to be placed first and foremost (National Advisory Group on the 

Safety of Patients in England, 2013). Communication and professional development discourses 

favoured an environment where staff could take the responsibility to speak up and be listened to; 

where senior clinicians received executive training so that they could develop leadership skills; 

where audit was used as a means of quality improvement and where there was a culture of 

openness and transparency with a balance of internal governance with external regulation (Davies 

et al., 2014). The systems discourses in the reports also favoured a change in organisational 

behaviours, moving away from ‘blaming’ individuals to investigating potential systems failures 

because “in the vast majority of cases it is the systems, procedures, conditions, environment and 

constraints they [clinicians] face that lead to patient safety problems” (National Advisory Group 

on the Safety of Patients in England, 2013, p. 4). 

The discursive flavour of these UK reports is present within the documents published by the 

HQSC who, favouring the knowledge produced by the clinical governance and leadership 

discourses circulating within the In good hands report, also appeared to have taken note of the 

additional learning experiences transmitted through the Francis and Berwick reports. 

Power/knowledge through biopolitics: The New Zealand Triple Aim 

A five-year plan foregrounding clinical governance and the “New Zealand Triple Aim 

framework”, also favoured by the HQSC (Health Quality & Safety Commission, 2021a; Minister 

of Health, 2016b), was promoted in the revised New Zealand Health Strategy: Future direction 

(Minister of Health, 2016a, p. 26), Figure 13.  

Figure 13. The New Zealand Triple Aim framework (HQSC, 2021a; Minister of Health, 2016b). 
Copyright 2016 Ministry of Health. Licensed under Creative Commons Attribution 4.0. 
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Constructed from quality of healthcare discourses, the purpose of the Triple aim was to “improve 

the patient experience of care; improve the health of populations; and reduce the per capita cost 

of healthcare” (Institute for Healthcare Improvement, 2021). 

Essentially, the model promised to improve the health of a population, while reducing healthcare 

costs, through the use of techniques of discipline involving take up of practices aimed at balancing 

cost against health and care quality. Counties Manukau Health was one DHB which implemented 

the Triple Aim (Counties Manukau Health, 2015a). A case study (Doolan-Noble et al., 2016) 

evaluating Counties Manukau Health’s progress in implementing the Triple Aim found that the 

model foregrounded, reinforced and circulated systems awareness, teamwork, quality, learning 

and communication discourses associated with the importance of having quality improvement 

structures in place, the presence of a learning culture (in CMH’s case, training and innovation 

through their education hub, Ko Awatea) and “structured engagement with staff and community 

through co-design” (p. 83). 

Power/knowledge through biopower: Revised health strategy and roadmap 

As well as favouring the Triple Aim model, the new strategy proposed five strategic themes; 

“people powered”, “closer to home”, “value and high performance”, “one team” and a “smart 

system” so that all New Zealanders “live well: stay well; get well” (2016a, p. 15). See Figure 14. 

 
Figure 14. The five strategic themes (Minister of Health, 2016b). Copyright 2016 Ministry of 
Health. Licensed under Creative Commons Attribution 4.0. 

This new direction would be aimed at influencing “clinician and patient behaviours and choices 

towards a more sustainable and equitable health system” (p. 1), favouring economic and equitable, 
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client-centred, ownership discourses. The accompanying New Zealand Health Strategy: 

Roadmap of Actions 2016 (Minister of Health, 2016b) summarised multiple ‘actions’ that 

healthcare workers should engage in to achieve the goals of the strategy (pp. 26-27). In 

Foucauldian terms, the ‘actions’ can be understood as ‘clinical governance’ discursive practices 

where individuals were to be disciplined to: 

• Inform and educate clients about health services 
• Work in an equitable, clinical and financially sustainable way 
• Address risk and continuously improve quality and safety 
• Participate in collaborative partnerships 
• Engage in performance management 
• Improve governance and decision making processes 
• Clarify roles, responsibilities and accountabilities 
• Introduce workforce development initiatives 
• Develop the capability to manage and regulate knowledge and technologies. 

These documents clearly signalled to DHB senior management that clinical governance 

frameworks were to be constructed and made visible within their organisations, once again 

demonstrating governmentality at work through the action of biopower. 

Power/knowledge acting through HQSC: ‘The will to truth’ 

Clinical governance discourses from political documents formed a body of knowledge providing 

the HQSC with an opportunity to construct a corpus of statements that told people how to behave 

under certain conditions: when delivering healthcare to the New Zealand population. The body 

of knowledge provided a means to ‘the will to truth’ in that the conditions created by the 

knowledge/power relationship within the clinical governance discourse could produce behaviour 

change, not only within the institutions themselves and to the bodies of practitioners, but through 

the whole population, by changing expectations and behaviours associated with healthcare 

delivery. In other words, knowledge “has the power to make itself true” (Hall, 2013, p. 33) (see 

Chapter 3: Foucauldian methodology). 

One important document published by HQSC that, I would contend, embodies the ‘will to truth’ 

for Moment 2 is Clinical Governance: Guidance for health and disability providers (HQSC, 

2017). The document discursively constructs an understanding of clinical governance within the 

New Zealand context and provides examples of how practitioners are expected to behave in 

response to the preferred knowledge and technologies of discipline made visible within the text. 

It acts as a technology of power. The text positions clinical governance and clinical leadership 

squarely within New Zealand healthcare provision services, through the systematic foregrounding 

of the multiple consumer engagement clinician and workforce effectiveness, quality and safety 

discourses that, together construct a named clinical governance framework suitable for take up 

and use within New Zealand. The document summarises clinical governance as: 
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an organisation-wide approach to the continuous quality improvement of 
clinical services. It is larger in scope than any single quality improvement 
initiative, committee or service. It involves the systematic joining-up of all 
patient safety and quality improvement initiatives within a health 
organisation. (2017, p. 22) 

Within the text (diagram, Figure 15), delivery of patient care and patient autonomy discourses are 

foregrounded as “patient-centred”, with an “open and transparent culture”, with “all staff actively 

participating and partnering in clinical governance” and that there must be a focus on “continuous 

quality improvement” (HQSC, 2017, p. 8). Examples are provided that describe how workers are 

expected to behave when working within a clinical governance framework. The document, along 

with other HQSC publications and initiatives, such as workshops, leadership training, forums and 

newsletters, provides a variety of opportunities for greater understanding of and participation in 

clinical governance and leadership practices that can be taken back to the workplace and utilised 

in situ. Collectively, they operate as techniques of discipline supporting desired DHB behaviours. 

 
Figure 15. HQSC clinical governance framework (HQSC, 2017). Copyright Health Quality & 
Safety Commission New Zealand 2017. Reproduction rights granted. 

Power/knowledge: The Treaty of Waitangi 

The National-led government in 2014 issued a ‘refresh’ document, The guide to he korowai 

oranga: The Māori health strategy (Ministry of Health, 2014b) which is positioned to support 

other specifically named Ministry of Health and related documents and legislation; the New 

Zealand health strategy: Future direction and Roadmap of actions (Minister of Health, 2016a, 

2016b), the New Zealand disability strategy 2016-2026 (Office for Disability Issues, 2016), and 
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the New Zealand Public Health and Disability Act 2000, by providing a Māori perspective on the 

approach to the delivery of healthcare for Māori. However, while a bicultural discourse from the 

Treaty of Waitangi is present in the related health delivery documents, other concepts produced 

by the bicultural discourse and named in The guide, such as rangatiratanga72 (Ministry of Health, 

2014b, p. 8) and bicultural “equity”73 (p. 9) are not named in these overarching documents. Even 

though the same words and similar concepts are present in the original document 15 years earlier, 

He korowai oranga: The Māori health strategy (Ministry of Health, 2002a), instead, a more 

general population ‘equity’ discourse is foregrounded in the new strategy documents. 

Statements within the New Zealand health strategy: Future direction (Minister of Health, 2016a) 

reveal that its five strategic themes are constructed on the document’s seven principles, including 

the “special relationship between Māori and the Crown under the Treaty of Waitangi” (p. 14). 

The principles aim to provide “improvement in health status of those currently disadvantaged; 

...collaborative health promotion; ...timely and equitable access; ...a high performing system; 

...partnership” (p. 14) that suggest a mix of biculturalism, clinical governance and consideration 

of the health needs for non-Māori. These statements do indeed appear to construct the strategy 

for “All New Zealanders” (see Fig. 16 above) rather than the particular bicultural conditions of 

Aotearoa. 

Clinical governance: Guidance for health and disability providers (HQSC, 2017) reveals that the 

HQSC has also taken up the Treaty of Waitangi statements woven through the New Zealand 

health strategy and recognised the Crown-Treaty discursively formed principles of “partnership, 

participation and protection” (National Health Committee, 2002). However, it seems that the 

HQSC also applies ‘equity’ discourses to the ‘whole population’ rather than specifically referring 

to equity of Māori health in a bicultural setting. I looked for statements that indicated the presence 

of bicultural practice within the framework but found that while bicultural practice was not visibly 

named, there were indeed small glimmers of the Treaty principles embedded within the ‘building 

blocks’ of A framework for clinical governance (HQSC, 2017, pp. 12-20) and see Figure 15: 

 
72 In this context, the right for Māori to exercise control over their own health and wellbeing. 
73 The nonexistence of preventable and resolvable disparities between groups of individuals. 
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• “Consumer engagement and participation” (p. 13), which could also be understood as 
partnership with patients 

• “Clinical effectiveness” (p. 15) which includes promoting equity and transparency by 
presenting results in different formats so all patients are included, which, to me, may imply 
a general attempt at engaging in a partnership with patients. 

• “Quality improvement and patient safety” (p. 17) – that involves “consumer engagement” 
(p. 17) and is “patient -centred” (p. 18) which may loosely suggest patient protection. 

• “An engaged, effective, workforce that works in partnership with consumers” (p. 19) 

While these documents claim to reflect the bicultural discourse arising from the Treaty of 

Waitangi, bicultural equity seems backgrounded in favour of a more general equity discourse for 

everyone in the population. I found it troubling that, as an important discourse within the New 

Zealand context, biculturalism, as appearing within the texts, was not as prominent as perhaps it 

should be. It made me wonder who were the authorities of delimitation producing these 

documents and what ‘games of truth’ (see Chapter 3) were being played that effectively 

backgrounded the bicultural discourse emerging from the Treaty of Waitangi. I also wondered 

whether perhaps the European biomedical discourses within healthcare provision still took 

precedence over a bicultural discourse that favoured inclusion of a Māori perspective of health. I 

therefore looked to other sources of bicultural discourse that would result in OTs taking up 

bicultural subject positions producing bicultural practice in Moment 2, which is considered in 

later sections of this chapter. 

Power/knowledge: Allied health and occupational therapy in Moment 2 
The previous sections set up the conditions for existence of a reinforcement of discourses 

concerned with the delivery of safe, high quality patient care by favouring the construction of 

clinical governance frameworks in DHBs during Moment 2. I now examine the texts relevant to 

OTs and occupational therapy practices within this moment and identify the discourse and 

subjectivities that each produces for OTs. The texts from the larger Auckland area DHBs that I 

had access to (Auckland, Counties Manukau and Waitematā), demonstrated that quality 

frameworks were already under construction, producing various interpretations of Allied Health 

Services focussing on establishing a patient-professional partnership set on the foundations of 

clinical governance. The discourses foregrounded quality, safety and patient experience; along 

with clinical, communication, resource, strategic and learning effectiveness. The aim was that this 

patient-professional partnership would be achieved through behaviours associated with 

knowledge and use of systems to ensure a positive patient experience, development of teamwork 

skills for a positive patient outcome, active communication within and external to the DHB to 

ensure a smooth patient journey, taking responsibility and accountability for personal conduct and 

demonstrating leadership by modelling DHB approved behaviours. 
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Discourse in action: Emergence of allied health services 

Prior to Moment 2, within the DHBs I studied, some allied health services had already emerged 

in their own right (Mueller & Neads, 2005) depending on the extent to which each DHB had taken 

up clinical governance and leadership discourses. By Moment 2, additional allied health services 

had emerged in DHBs empowering them to self-govern, rather than being embedded within a 

medical service and thus subject to medical service manager planning (Auckland DHB, 2016; 

Chadwick, 2017; Waitematā DHB Corporate Clinical Governance Team, 2010). For example, in 

2007, a ‘Director of Allied Health’ role emerged along with the creation of an ‘Allied Health 

Forum’ at Counties Manukau Health (CMH) (Chadwick, 2017), providing an opportunity for an 

allied health “collective voice” (2017, p. 4). 

In Foucauldian terms, the events occurring within CMH bring to the fore that, in some DHBs, 

prominent clinical governance discourses were circulating and actively producing clinical 

leadership grids of specification for allied health, identifying OTs, physiotherapists, speech-

language therapists (SLTs) and social workers. At CMH, the discourses retained their prominence 

as a professional ‘allied health directorate’ emerged in 2010. This event shifted the reporting line 

of professional leaders (including occupational therapy) to the Director of Allied Health. 

Furthermore, the titles of the professional leaders were later renamed as ‘Associate Directors of 

Allied Health’ to reflect a wider role expectation than purely what each professional scope 

represented (Chadwick, 2017). The change in the reporting system also created opportunities to 

reorganise the allied health clinicians at the frontline into new teams that reflected the needs of 

populations within the geographical area served by CMH, giving more prominence to client-

centred discourses and patient experience, and opening up opportunities for OTs to practice in the 

community setting. 

Discourse in action: Power/knowledge associated with the Allied Health Directorate 

In 2017, the purpose and responsibility of the CMH Allied Health Directorate was to make sure 

that allied health delivered competent and safe services to its geographical population through the 

use of technologies of discipline: workforce/professional standards, policies and documentation 

(Chadwick, 2017). The technologies of discipline acted as a mechanism that provided assurance 

of the quality and safety of allied health practices through the transformation of the clinicians into 

docile bodies who carried out their daily practices in a particular way as mandated by the standards 

and policies. The practices resulting from the application of the technologies of discipline 

reinforced the power/knowledge relationship between allied health and the larger DHB through 

recognition of a named collective of professionals (allied health) who were trusted to carry out 

the delivery of quality patient care because they had been disciplined to engage in preferred 

governance practices in line with overarching DHB strategic policy. However, shared clinical 

governance decision-making appeared to be selective; communication and ownership discourses 

associated with how and when clinical leaders informed frontline clinicians were clearly 
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referenced in the statement that the Directorate “holds the responsibility of ensuring the workforce 

is appropriately informed of strategic issues, and is consulted where it makes sense to do so” 

(2017, p. 8). This statement implies to me that power was still ultimately being enacted at, and 

circulated from, the top down – frontline clinicians only being engaged for specific purposes at 

the will of the Allied Health Directorate. 

Associate Directors each held multiple portfolios that opened up space to further develop both 

clinician learning opportunities. For example, a work package led by an OT aimed to open up 

supervision opportunities through the development of a revised training programme (Chadwick, 

2017, p. 10) to groups who may not have had supervision as part of their professional development 

process. While some surveillance discourses may frame supervision as a disciplining technology 

of the self that produces internal disciplining and regulation, other quality of practice discourses 

foreground supervision as a beneficial tool for safe, competent practice; a space for reflection and 

development of good working practices. When understood through this second lens, provision of 

supervision conducted in a safe, confidential environment is a construction that can be positively 

offered to clinicians as a learning opportunity and a benefit of working within a DHB, of value to 

both parties. 

Occupational therapy leadership at CMH was also involved in another area: the monitoring of 

workforce diversity through the construction of a diversity hui74 to consider how Māori and 

Pasifika students could be attracted into allied health careers. This initiative picks up the bicultural 

discourse that was backgrounded in external documents providing advice to the DHBs and 

foregrounds the problem of insufficient numbers of trained clinicians who identify as Māori or 

Pasifika. This problem had been identified in occupational therapy texts as far back as 1988, 

where a recommendation that specific marketing strategies be designed to target “Maori and 

Pacific Island People” (Department of Education, 1988, p. 18) to train as OTs. 

Although the HQSC clinical governance discourse claims to embody “experience and quality of 

care” (HQSC, 2017, p. 12) as the core of the New Zealand clinical governance framework (see 

Figure 15), it leads me to wonder whether the framework really encompasses ‘experience and 

quality of care’ for Māori, when there continued to be insufficient representation of Māori and 

Pasifika (Counties Manukau Health, 2015b, p. 26) within the workforce and when the bicultural 

discourse seemed to be backgrounded in high-level healthcare documents. To me, there remains 

a sense of exclusion even though statements within He korowai oranga: The Māori health 

strategy (Ministry of Health, 2002a), and its later ‘refresh’ (Ministry of Health, 2014b) claimed 

to improve Māori health by considering He korowai oranga to be a tool that supported DHB 

74 Māori term for a general meeting for a larger audience 
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planning. I cannot help but ask whether the bicultural discourse should feature more prominently 

in clinical governance frameworks. 

The Associate Director of Allied Health (occupational therapy) was also expected to participate 

in specific governance practices involved in disciplining occupational therapy clinicians. These 

practices included oversight of occupational therapy credentialing processes, practice 

expectations, the occupational therapy equipment loans process, student placements and student 

funds; a ‘virtual panopticon’. Finally, there was a requirement that the Associate Director would 

attend particular named meetings and engage in performance management practices (Chester, 

2014). I would argue that these are actually examples of chains of disciplining. The Associate 

Director is disciplined in that there are explicit practices laid out that must be done by them. In 

turn, these same practices that are carried out by the Associate Director function as technologies 

of discipline applied to other individuals, such as the frontline clinicians and students on 

placement. Then, in the case of technologies of discipline that directly impact patient care, such 

as the equipment loans process, the clinicians (often OTs) effectively discipline their patients by 

what can be offered to them in the name of an OT intervention. Patients have to adapt their 

behaviour accordingly, which may affect their own and their family’s quality of life. 

So it seems at least in CMH, the Allied Health Directorate attempted to construct a clinical 

governance framework aimed at taking up opportunities where offered, by identifying 

problematic areas and constructing “packages of work” (Chadwick, 2017, p. 4); disciplining 

themselves and others through policy; and reinforcing the ‘top down’ power circulation trend by 

selective communication. The formation of the allied health directorate signalled increased 

visibility within the DHB structure that was evident in Moment 1. Professional representation of 

Allied Health was now present at senior management level alongside the nursing and medical 

professions but the question arises whether the opinions of the frontline workers were actually 

taken into account if clinician consultation was restricted by the directorate. 

Power/knowledge percolation from OTBNZ competencies 

Professional governance within clinical governance was influenced by a change in the OTBNZ 

competency requirements. During Moment 2, the fourth version of Competencies for registration 

and continuing practice (OTBNZ, 2015c) was published. What may not have been noticeable to 

some practitioners was that the language style was noticeably different, couched in a direct active 

command to the passive body reading the text: “You”, ’comply’, ‘negotiate’ or ‘attend’, whereas 

previous versions were written in a softer, more indirect, third person or passive voice. This 

imperative style acts to interpellate75 the reader into uncritically internalising particular beliefs 

and practices as a standard part of the culture they belong to, in this case the culture of New 

75 Interpellation: Individuals accept and act on beliefs and principles which, in doing so, transforms them into 
subjects. Louis Althusser is known to examine interpellation in his 1972 essay “Ideology and Ideological State 
Apparatuses” in Lenin and Philosophy and Other Essays. Monthly Review Press. 
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Zealand OTs. They become the OTBNZ’s subject. Presented this way, “you”, statements within 

the text clearly discipline the OT subject by foregrounding individual accountability and 

responsibility discourses that prefer practices such as record keeping, monitoring, equity, client-

centredness, outcomes, quality improvement and safety, so that practitioners become Foucauldian 

‘docile bodies’. One performance indicator is particularly pertinent to Foucault’s understanding 

of technologies of power, and how clinicians are disciplined to behave in a particular way, when 

it states: 

You practice within established standards, policies, guidelines, procedures, 
and expectations of the organisation, agency or funding body you work for. 
(2015c, p. 6, para 3.7) 

This statement from the OTBNZ addressed to the occupational therapy practitioner positions them 

to act as a ‘docile body’ and subject of both the OTBNZ and the DHBs. Clinicians are expected 

to be compliant and follow the ‘established rules’, enforced by the ‘technologies of discipline’ 

active in both organisations. There is apparently little tolerance for novel thinking or problem-

solving from either establishment, which constricts the belief of many OTs that the profession is 

one constituted of problem solvers. It does, however, open up possibilities of being excellent 

followers of rules and regulations. 

Cultural competence 

While other sources appear to have backgrounded bicultural discourse, the OTBNZ has actively 

foregrounded competent bicultural practice for all OTs in their texts. It is particularly conspicuous 

in Competency 2, “Practicing appropriately for bicultural Aotearoa New Zealand” (OTBNZ, 

2015c, pp. 5-6). As subjects of the OTBNZ, OTs must demonstrate competence in certain 

standards when working with Māori. Their active participation is demonstrated through entries in 

their ePortfolio, which can be audited by the OTBNZ. OTs are required to conduct a self-

assessment of their bicultural knowledge and practices, then set a goal and activities designed to 

further develop their knowledge and practice when working biculturally with Māori. In effect, 

they are engaging in both technologies of discipline and technologies of the self by following the 

rules of OTBNZ and reflecting on their bicultural skills, ‘confessing’ areas where their knowledge 

is limited and then planning how they can remediate their position with on-going activities, 

enabling their bicultural skills to grow in strength, ready for when they are called upon to use 

them in the future. In Moment 2, for OTs, it seems that a strong professional bicultural discourse 

is circulating from the OTBNZ and through into the subject positions and practices of OTs 

working in DHBs supporting the bicultural discourse that continues to circulate within the DHBs 

themselves, stemming from the updated The guide to he korowai oranga: The Māori health 

strategy (Ministry of Health, 2014b) and DHB Māori health service plans such as the CMH 

Maaori health plan 2015-16 (Counties Manukau Health, 2015b). 
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Discourses producing OT subject positions 
During Moment 2, I discovered five prominent OT subject positions of interest related to frontline 

clinicians produced by discourses circulating within DHBs. I argue that they demonstrate a shift 

from early professionally driven behaviour where OTs were able to engage in novel thinking and 

problem-solving. This shift compares with the eight OT subject positions which I identified as 

surfacing in Moment 1; OTs no longer seem to have access to, and time to attend to, those 

individuals within the population having the most need. Texts from Moment 1 revealed how 

professional behaviours were constrained by the growth of institutional technologies of discipline 

and surveillance favouring the quality and safety of patient care; in Moment 2, a ‘refreshed’ 

circulation of clinical governance and leadership discourses acted to increase clinician 

responsibilities governing their daily routines, including practices that demonstrated individual 

accountability in relation to the effectiveness of the whole system, rather than their particular 

professional responsibilities. Although in Moment 2 there seem to be constraints on what OTs do, 

often limiting them to core practices, I have recognised that there are also opportunities presented. 

Importantly, for OTs, bicultural practice was reaffirmed through the OTBNZ competency 

requirements and the modelling of a bicultural governance framework by OTNZ-WNA signalling 

the continuing professional power/knowledge that filters into DHBs. Participation in learning and 

research was offered to some OTs, revealing how DHBs had taken up the discourses from the UK 

to focus on the professional development of their clinicians through the creation of learning 

communities and centres of excellence for research, strengthening the discourses favouring the 

role of ‘knowledge’ in the quality delivery of healthcare. Engagement in patient experience 

initiatives enabled OTs to provide a caring approach in a very specific way, with insight, while 

also strengthening client-centred discourses by consulting patients about their healthcare 

experiences. Moment 2 was also when the multiple clinical governance and leadership discourses 

consolidated to produce a ‘two roles’ subject position for DHB clinicians, including OTs. 

I have named the OT subject positions and how they are produced as follows: 

• The disciplined, compliant OT: systems and professional discourses
• The biculturally responsive OT: re-affirmed bicultural safety and equity discourses
• The learning, researching, communicating OT: learning, communication

effectiveness and excellence discourses
• The person-centred, caring OT: patient experience discourses
• The holder of “two roles” OT: multiple clinical governance discourses including

leadership, ownership, systems, quality, safety and clinical effectiveness discourses

This is not to say that discourses evident in the early period of occupational therapy and Moment 

1 have disappeared; rather that some have become less visible or backgrounded due to more 

prominent discourses clashing with or constricting them. Other discourses have been reinterpreted 

or regrouped, likely due to the changing prominence of discourses circulating into DHBs from 
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external sources such as the Ministry of Health rippling out to produce change to clinician subject 

positions and practices. 

The disciplined, compliant OT 

In Moment 2, OTs were subject to further policies and guidelines, ranging from DHB-wide policy 

to allied health and occupational therapy-specific procedures. DHB ‘values’ produced 

technologies of power, and all staff were required to demonstrate the behaviours connected with 

them. Examples of texts laying out expected conduct are found in such staff leaflets as Our shared 

values and behaviours (Waitematā DHB, 2014a) and Our values (Auckland DHB, 2014). For 

instance, the Waitematā DHB value ‘everyone matters’, is accompanied by several standards, 

including “’Welcoming and friendly’. The preferred behaviours are ‘Makes everyone feel 

positively welcomed and valued’, while those the DHB does not want to see, are ‘Ignores or 

avoids colleagues’ and ‘Is aggressive, rude or impolite’. A section of the leaflet is shown below 

in Figure 16. 

Figure 16. Part of the Waitematā DHB leaflet Our shared values and behaviours (Waitematā 
DHB, 2014a). Copyright WDHB 2014. Reproduction permission granted. 

These values form part of the professional PDR forms and could be commented upon during the 

review process. They therefore connected to a monitoring and surveillance procedure that all 

employees were subjected to as part of quality clinical governance. The effects of these 

disciplinary techniques are two-fold. Firstly they act on the clinician as a subject, a docile body, 

“manipulated, shaped, trained ...which obeys responds, becomes skilful ...constituted by a whole 

set of regulations” (Foucault, 1977a, p. 135), constructing them to be an obedient DHB employee, 

such as obedient ‘DHB OTs’, products of minute political effects, a “microphysics of power” (p. 

139) on the body. Secondly, clinician conduct towards clients produces ongoing effects on the

experience and actions of their patients. The preferred DHB clinician behaviours are designed to

provide a positive experience for the patient, another subject and kind of docile body. In its turn,

the conduct of the clinician - what is said and what is done - also acts as a disciplinary mechanism,

producing a certain kind of behaviour from the patient in response. Ideally, a positive outcome



183 

through use of DHB preferred behaviours by the clinician will be an event where the patient 

agrees to, cooperates and collaborates with the clinician’s suggested intervention plans. This 

‘action upon action’ (Foucault, 1982b, p. 220), does not stop here. Any monitoring, surveillance 

and feedback on performance will locally affect the clinicians record and on a larger scale, how 

successful the DHB is in carrying out government policy, by analysis of statistics concerning 

patient outcomes and experience. Foucault’s (1977a) assertion that “disciplinary power becomes 

an integrated system” (p. 176) is at play here. There is a connection between the external political, 

economic, and social systems and the network of relations within the DHBs which together 

function as an apparatus producing and circulating continuous power (p. 177). 

Technologies of discipline 

Waitematā DHB provided me with a number of occupational therapy-specific policies and 

guidelines that demonstrate the technologies of power applied to practitioners in order to achieve 

behaviours required within a clinical governance framework. Two documents in particular were 

examples of technologies of discipline. 

Firstly, the Peer Review and live supervision tool (Waitematā DHB, n.d.) was designed to 

“provide individual occupational therapists with the feedback they need to plan and pursue their 

professional development and improve the care they provide” (p. 1). Based on a selection of 

OTBNZ competencies, the tool provided the structure to carry out a live observation of an OT’s 

practice, which would be performed by a peer or senior therapist. The tool, when completed, could 

be used to discuss the practices observed, and also formed part of the PDR, as an audit process, 

so that an action plan could be constructed if there were any identified practice competency gaps. 

For Foucault (1977a), this would be an obvious surveillance mechanism, aimed to ensure that 

OTs are practicing as required by both the DHBs and OTBNZ, not unlike his description of ‘the 

examination’, a “highly ritualised ...ceremony of power” (p. 184) which acts to “qualify ...classify 

...punish ...differentiate ...judge ...to establish the truth” (p. 184) about a person’s performance. 

As with the exercise of power, the use of surveillance does not necessarily carry negative 

connotations, especially when used in the context of teaching/learning, but as an opportunity to 

identify both strengths and areas where more learning and skills are required. 

Secondly, the document Standard operating procedures - Occupational therapy (Waitematā 

DHB, 2014b)76, was designed “To specify the standards of practice and administration process 

which will be followed by all occupational therapists (OTs) working with adult patients” (2014b, 

p. 2). The document acts as a medium whereby clinical governance discourses surface to produce

the expected DHB standards of OT practice within physical health. The sections within the text

76 This text was constructed mainly by myself with consultation and feedback from occupational therapy staff. I was 
delegated the authority and responsibility to write such a document by the Operations Manager I reported to at the 
time because I held the position of Clinical Leader – Occupational Therapy, and writing occupational therapy policy 
was part of the job description. 
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are technologies of discipline themselves in that that they lay out the standards for multiple 

behavioural and administrative procedures associated with certain routine OT practice events. 

Sections include: Managing referrals to occupational therapy; use of preferred occupational 

therapy assessments; processes associated with working with therapy assistants and students; 

documentation of occupational therapy interventions in patient records; collection and recording 

of treatment intervention statistics; occupational therapy patient transfer of care and discharge 

procedures; evaluation of occupational therapy services through individual practitioner audits and 

reviews; employer behavioural expectations; processes associated with leave and holiday cover; 

compulsory professional development and meeting attendance; and participation in 

interprofessional practice. The text also points to other related documents which additionally act 

as technologies of discipline where separate policy and guideline documents provide more 

specific detail. For instance, Driving assessment guidelines for occupational therapists 

(Waitematā DHB, 2016b) lays out the approved DHB procedures that should be followed in order 

to make recommendations concerning a person’s ability to drive safely, while Breast surgery post 

op occupational therapy guidelines (Waitematā DHB, 2013) inform OTs how they should 

perform interventions after a particular type of surgery. In all, there are twenty-three specific 

policy documents referenced, and seven additional named assessment/report forms. The 

document also acts to connect relevant New Zealand legislation, OTBNZ professional standards, 

occupational therapy theory, and allied health occupational therapy policies, procedures, forms 

and manuals in use at the time, together with the conduct expected of occupational therapy 

practitioners working in the physical services at Waitematā DHB. 

Standard operating procedures - Occupational therapy favours occupational therapy ‘scope of 

practice’ core skills, particularly assessment of personal and instrumental activities of daily living, 

cognitive ability, mobility and seating/positioning/pressure care. Associated occupational therapy 

interventions focus on education and where essential, supply of equipment or home modifications. 

Documentation is also a central theme, there being sixteen named events which require 

occupational therapy documentation, with brief guidelines on how to complete certain types being 

listed. Some documentation would be completed to form part of a patient’s paper record while 

other forms are part of electronic systems. From a Foucauldian perspective, OTs as a collective 

group are constructed as an object by the document. At the same time, it disciplines individual 

subjects by rendering them docile bodies who will behave in ways expected by the DHB, so that 

their conduct will ensure the safety and quality of patient care and result in a positive patient 

experience. Standard operating procedures also outlines the audit process associated with the 

PDR, describing a range of audit tools that, when used, monitor ongoing competence, safety and 

quality of practice. Lastly, routine processes related to mundane activities, such as leave, holiday 

cover, meetings and professional development events are also documented. These documents 

make visible the numerous disciplinary technologies that are utilised to ensure that OTs behave 

in particular ways. Through the numerous clinical governance discourses within the texts, and the 
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inclusion of instruments that monitor their own, or others, conduct, their daily practices should 

be associated with competence, quality, and safety, otherwise they would be subject to further 

disciplining through training – or punishment, such as being placed on leave, demotion, 

‘suggested resignation’, etc. 

The biculturally responsive OT 

The Treaty of Waitangi continued to be referenced (see ‘The biculturally aware OT practitioner, 

Chapter 7) as the foundation of various iterations of the New Zealand health strategy (King, 2000; 

Minister of Health, 2009, 2016a, 2016b) and, indeed, HQSC’s clinical governance framework 

(HQSC, 2017), I interpret these overarching texts as tending to focus on behaviours promoting 

the idea that “All New Zealanders live well, stay well, get well” (Minister of Health, 2016a, p. 3) 

rather than prioritising the health disparities of Māori and what needs to be done to remediate this 

situation. 

Professional bodies and biculturalism 

If government policy was preferring population-based healthcare delivery rather than considering 

health from a bicultural lens and healthcare delivery remained strongly Eurocentric, the question 

was whether OTs continued to take up the bicultural discourse into their subject positions. I 

looked to the texts collected from the professional mechanisms of power, the OTBNZ and 

NZAOT/OTNZ-WNA. These two authorities traditionally shaped occupational therapy 

professional discourse in New Zealand through the documents they produced and circulated. The 

bicultural discourse was clearly visible in OTBNZ documents governing scope and competence 

to practice and, in the case of OTNZ-WNA, in the way it constituted and practiced a new form of 

bicultural governance. The power/knowledge generated through discourses favouring 

biculturally-responsive conduct were also filtering into occupational therapy professional 

governance within DHB clinical governance frameworks. The OTBNZ’s updated Competencies 

for registration and continuing practice (OTBNZ, 2015c) introduced a new competency: 

“Practicing appropriately for bicultural Aotearoa New Zealand” (p. 1), which required OTs to 

demonstrate knowledge associated with bicultural practices, rather than a more generic ‘cultural 

safety’ requirement. To ensure that OTs engage in the competencies, OTBNZ also randomly 

audits the required on-line ePortfolios of registered clinicians, a disciplining and surveillance 

mechanism designed to produce particular professional behaviour. Therefore, to avoid further 

disciplining, it was in the interest of the clinician to set and complete Competency 2. Moreover, 

discourses emphasising the importance of bicultural practice became visible and prominent when 

the New Zealand Association of Occupational Therapy changed its name to Occupational 

Therapy New Zealand - Whakaora Ngangahau Aotearoa, and presented the Te Tiriti/Treaty 

relationship governance model (OTNZ-WNA, 2015). This model acted to reposition and 
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reinforce the relationship between Māori as tangata whenua and non-Māori, as tangata tiriti77 so 

that a true partnership would govern the Association. The action announced to OTs in New 

Zealand that their practice was no longer confined to the effects of colonisation, but in fact was 

actively working towards decolonisation by including Māori equally in the governance of OTNZ-

WNA, the occupational therapy professional association. 

Techniques of power, technologies of discipline 

In Moment 2, therefore, professional discursive sources were now signalling to OTs that bicultural 

responsiveness was a requirement of their practice and that Māori patient experience should be 

part of clinical governance. One instance of the recognition of the relationship between Treaty 

principles and quality within clinical governance frameworks is that at Waitematā DHB, one of 

New Zealand’s largest, occupational therapy policy drafts were now sent to Māori Services, 

essentially a technique of power in action that would, once the policy was published, discipline 

the OTs into taking up bicultural practice behaviours. Māori Services provided cultural advice 

and approval to ensure that policy was written appropriately from a Māori perspective and that 

the content was acceptable and not culturally offensive. Example policies show the exercise of 

Māori knowledge/power through consultation: home visits (Waitematā DHB, 2016c), which were 

particularly important because OTs needed to know how behave appropriately and respectfully 

when visiting a Māori home; Breakfast Group (Waitematā DHB, 2012) where practices needed 

to incorporate the management of food in relation to the body when working with Māori; 

wheelchair assessment and provision (Waitematā DHB, 2016f) which highlighted that permission 

was essential if needing to touch body parts as, for Māori, the head is tapu (sacred) and should 

not be touched. 

Through consultation, this process empowered Māori to engage in rangatiratanga by 

demonstrating how the flow of Māori knowledge/power acts as a mechanism to change clinician 

practices and power relations within the DHBs. For clinicians, consultation provides the 

opportunity to practice safely in a bicultural manner, thus showing respect to, and the opportunity 

to give autonomy to, their Māori clients. More importantly, a better experience for Māori patients 

undergoing the interventions was the ultimate intended outcome. Another example is that the 

Career and Salary Progression Framework (CASP), (Auckland Region District Health Boards, 

2018, p. 82) – an initiative that OTs were encouraged to engage in when they reached the highest 

level of automatic DHB annual pay increases – now required completion of a ‘practice domain’ 

concerning Māori responsiveness. In my experience, liaison with Māori Services was usually 

 
77 “A generic term to describe people whose rights to live in Aotearoa/New Zealand derive from Te Tiriti o Waitangi 
and the arrangements that the Crown has established under a common rule of law and the equity provisions of Article 
3 of Te Tiriti”. (Occupational Therapy New Zealand - Whakaora Ngangahau Aotearoa. (2015). OTNZ - WNA Te 
Tiriti/Treaty relationship governance model. Retrieved 25 May 2021, from https://www.otnz.co.nz/occupational-
therapy/te-tiriti-treaty-relationship-governance-model/ (para. 4)). 
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sought to learn how to, for instance, construct and present a pepeha78 correctly (University of 

Otago, 2019) or when seeking advice on how to appropriately communicate with Māori when 

conducting research (Orton, 2013, p. 43), Appendix F: CASP Objective 1. This technology of 

discipline rewarded and recognised the clinician who engaged in DHB approved behaviours via 

financial remuneration. It was another way of inducing clinicians to behave in a certain way 

through engagement with Māori and Māori culture, providing not only a monetary reward to the 

clinician, but more importantly, the opportunity to change practice through, in this case, increased 

knowledge of the Māori culture and how to behave appropriately in certain conditions when 

engaging with Māori. 

The learning, researching, communicating OT 

One area of clinical governance that was made visible as problematic in the UK NHS document, 

the Berwick Report (National Advisory Group on the Safety of Patients in England, 2013) was 

the limited opportunities for professionals to engage in continuous learning, i.e. ongoing 

opportunities to increase knowledge and skills. Recommendations were made to remediate this 

situation by the construction of a “learning organisation” (p. 5) within the NHS. In the case of 

OTs, participation in DHB and/or professional approved training would ensure that current 

approaches to patient treatment are known and can be implemented within patient interventions. 

Continuous learning by use of the knowledge taken up from the training implies that the most up-

to-date, evidence-based, effective, safe and approved treatment can be offered to patients, which 

acts to improve the patient experience. 

Learning and development 

The learning and development discourses within the Berwick Report also proved influential when 

they were circulated into New Zealand DHBs, prompting them to act and provide opportunities 

for clinician learning. However, CMH had already heeded professional learning and development 

discourses. embracing a learning culture relatively early on (2011) by building a physical space, 

Ko Awatea, within its organisation in which a centre of excellence could be constructed (Counties 

Manukau Health, 2019b). Ko Awatea focused on quality improvement opportunities “for DHB 

staff, and the wider health sector, to continue their learning journey, helping develop a safe, 

competent and compliant workforce” (Counties Manukau Health, 2020, para. 2). The construction 

of this space enabled learning and development and research discourses to flow through the 

organisation as it was accessible to all clinicians. For example, in the case of allied health, CMH’s 

approach to learning was further reflected in the Allied Health Directorate: Strategic intent 

(Chadwick, 2017) document, which constructed a number of initiatives, one of which was to 

advance education and development “to provide opportunities for staff to access high calibre 

training in the most convenient way, in the most cost effective way” (2017, p. 10). Strategic intent 

 
78 An introductory ‘speech’, based on whakapapa, recited during mihimihi – the round of formal introductions at a 
Māori event, or one that is respectful of biculturalism (Otago University definition) 
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promoted flexible workplace learning, reflective practice, increased uptake of postgraduate study 

options and, importantly, position stand-ins to allow time for attendance of professional 

development activities. Effectively, the work being done by the Directorate ensured a shift 

towards the construction of an allied health clinical governance discourse-influenced service 

framework, which foregrounded the importance of opening up opportunities for clinicians to 

participate in learning via the DHB-wide learning organisation as a foundation in the provision 

of quality health care delivery to patients. 

While CMH was an early producer of physical/professional space and initiatives enabling the 

emergence of a learning organisation, other DHBs were following. Discourses favouring 

professional development and learning opportunities for allied health professionals strengthened 

as professional development funds were now also formally emerging in the form of ring-fenced, 

limited funding entities within DHB policies. For example, OTs were eligible to apply to a fund 

which was “for tertiary study, external courses, conferences and seminars that a staff member 

elects to do” (Waitematā DHB, 2016d, p. 1). The existence of the fund suggests that learning and 

development clinical governance discourses had been favoured, recognising that access to 

external professional development “enables knowledge management”, and “continuous 

improvement” (p. 2) in the provision of quality service. On deeper, Foucauldian analysis, the fund 

effectively acted as a mechanism of power connected to economic remuneration through paid 

attendance at a workshop or course. Personal experience leads me to reflect on the effects of the 

form. I found that in order to be eligible to apply, pre-existing behaviours that included completing 

all the required annual DHB updates were a prerequisite as well as agreeing to present to 

colleagues on the course content afterwards. In the normal course of work, these behaviours were 

not necessarily prioritised by me when time was at a premium and more pressing work needed to 

be completed. I would now interpret the requirements as a means of disciplining applicants into 

correcting their behaviour by completing the training and participating in in-services. If the 

conditions were not met, then the application would not be approved. It was a valuable source of 

funding that provided clinicians at the frontline with opportunities to attend expensive courses or 

enrol in post-grad papers enabling access to specialised knowledge which, when acted upon and 

used in practice, was once again intended to improve patient experience and outcomes through 

the application of current knowledge. Another benefit for the clinician was that by holding the 

subject position of a ‘learning’ OT, that individual also became known for the knowledge they 

retained and used, positioning them as ‘experts’, which in turn also shaped the power they enacted 

and the influence they held. 

Participation in research 

Another area associated with learning is research. “A detailed study of a subject in order to 

discover (new) information or reach a (new) understanding” ("Research," n.d.), research 

constructs a body of knowledge that is perceived as the current truth at the time it is produced. 
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When findings from multiple sources of credible current research are taken up into practice, 

evaluated in the context of local factors including the experience of the practitioner and the 

circumstances of the patient to make a decision on how patient care is delivered, this action is 

named as evidence-based practice (Robertson et al., 2019). 

Opportunities to participate in occupational therapy research resulted in two documents. In the 

first, an OT (Bishop) took up an emerging role of Allied Health Improvement Lead. Her project, 

Occupational therapy home visits: A virtual approach, was presented at an international 

conference in Australia (Waitematā DHB, 2017b, p. 92) and more locally at a DHB symposium 

(p. 94). She reviewed: 

how we undertake occupational therapy home visits from an inpatient setting. 
Occupational Therapists complete home visits for a select number of patients 
prior to discharge home for a range of clinical reasons. Home visits are time 
intensive and removes the occupational therapist from the ward reducing their 
availability to see other patients. (Waitematā DHB, 2017b, p. 92) 

Bishop found that it was more efficient and effective to reserve home visits for patients with 

complex needs, and that use of other methods to evaluate home needs, including technology, was 

just as effective, saving money and occupational therapy time when working with patients whose 

needs were more basic. OTs reported back that it improved the discharge planning process, and 

gave them more time to interface with patients on the ward (Brott & Bishop, n.d.). This project 

demonstrates clinical governance in action. While the research foregrounds particular economic 

clinical governance discourses, including efficient use of resources and value for money, it aims 

to do so without compromising patient care and outcomes, and additionally, considers clinician 

response. From a Foucauldian point of view, the research provides an example of how lifelong 

learning and continuous professional development discourses enable the researcher to be 

positioned as an authority of delimitation for occupational therapy practice. The researcher 

produces new discursively constructed knowledge from which emerge practices that are 

introduced and normalised into occupational therapy routines. It also demonstrates how 

discourses circulating preferred knowledge are disseminated both externally and within DHBs 

through presentations of the work to a wide audience. 

A second piece of work published in the NZJOT was another quality improvement initiative that 

looked at the “more effective utilisation of community occupational therapy resources to ensure 

a sustainable service, better outcomes for clients and the well-being of the occupational 

therapists” (Bishop & Brott, 2019, p. 19). The study indicated that since 2014, problems had 

surfaced in the timely provision of occupational therapy community services, due to increased 

complexity of cases where clients experienced multiple health conditions and associated 

environmental challenges at the same time, rather than just presenting with a single health issue. 

A centralised client spreadsheet, and an established duty occupational therapy role to manage it, 
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was more effective and improved occupational therapy work experience, by simplifying routine 

systems processes. Once again, with its emphasis on continuous learning, quality improvement 

and engagement of staff, clinical governance frameworks have provided opportunities for some 

OTs to take up subject positions that locate them as researchers. As researchers, they are 

empowered to study DHB occupational therapy practices that have emerged as not conducive to 

DHB preferred behaviours aligned with clinical governance discourses, particularly those 

practices that bring into question clinician efficiency, effectiveness, productivity, time 

management, accountability and contribution to patient experience. In the clinical setting, the 

aims of research may be to uncover how clinician practices can be done differently so that patients 

experience a more efficient and effective DHB service delivery. In this case, the authors have 

demonstrated a more effective way of “doing” (when compared with Moment 1 Care aims), 

appearing to take up lessons learned and advice given within the UK Berwick Report (National 

Advisory Group on the Safety of Patients in England, 2013), that has resulted in improvement of 

quality of patient care and practice experience for staff. What is important with this piece of 

research is that while the focus is on eliciting behaviour change through mechanisms of discipline, 

where clinicians are organised into a pattern of behaviour to manage referrals, it would appear 

that they are also consulted during the research about the changes and how it has affected what 

they do. I would argue that this action is the crux of clinical governance and leadership; the 

communication discourses that promote consultation, communication, listening and feedback to 

and from frontline staff. Power/knowledge is shared and circulated when collaboration with 

clinicians is foregrounded within clinical governance and leadership discourse. Collaboration as 

a mechanism of discipline produces a less threatening event than being told what to do and is 

more likely to negate or at least reduce, resistance to change in practices. 

The person-centred caring OT 

Discourses supporting patient/person-centred care are a feature of clinical governance 

frameworks. Patients are expected to take responsibility for their own healthcare decisions after 

being fully informed by clinicians about the healthcare options available. One way of 

understanding patient/person-centred care is that patients are considered partners in their own care 

alongside clinicians. The practice involves being responsive to individual patient needs by 

collaborating with the client/patient in order to produce a coordinated, enabling and culturally 

responsive patient care plan (Health Navigator New Zealand, 2021). DHB OTs provide person-

centred care by supporting people to identify their occupational needs and goals and then 

providing possible solutions for that person to consider. The practices leading to self-

determination and autonomy (OTBNZ, 2015b) are built in to all occupational therapy 

interventions through collaboration with and working alongside their patients. Self-determination 

is also a feature of neoliberal governance that flavours DHB preferred practices.  
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Through a Foucauldian lens, client-centred practice could be thought of as a disciplining 

mechanism associated with DHB governmentality. While both clinicians and patients are subjects 

of DHBs, each group is categorised and constructed from different discourses and exhibits distinct 

behaviours when in the DHB space and context, as a result of differing subject positions. Hence 

each group is identified by answering to different names. Each group has a different role to play 

within the DHB and yet they are closely related. As agents, clinicians govern patients on behalf 

of DHBs by subjecting patient bodies to DHB-preferred technologies of discipline, historically 

resulting in an imbalance of power. When client-centred practices are used, the power discrepancy 

between the clinician and patient diminishes and patients are empowered to make their own 

informed healthcare choices. As they have ‘agreed to the plan’, the patient is therefore positioned 

and expected to behave co-operatively rather than resist treatment interventions. From this 

viewpoint, client-centred practice is a mechanism of discipline that controls behaviour. 

Furthermore, as power/knowledge circulates between the patient and the clinician, power through 

sharing responsibility and consent to the intervention is passed to the patient, so accountability 

for the success or failure of their recovery/ rehabilitation is also shared with the clinician. 

Essentially, since patient conduct is controlled, client-centred care could be seen to benefit 

clinicians, through co-operative behaviour, although the shift in accountability and responsibility 

results in a more equal dispersal of power and sharing of intervention outcomes. 

Some staff have participated in patient experience initiatives such as gathering patient stories 

(Counties Manukau Health, 2017) and participating in patient experience weeks, which have 

surfaced as a popular mechanism to promote person-centred care discourses within the DHBs. In 

a press release (Waitematā DHB, 2017a), a DHB Patient Experience Director, who was an OT, 

indicated that patient experience was used as a method of communicating some of the difficulties 

people experience when living with sensory or physical impairments. Through this increased 

awareness, he reported that DHB staff had constructed ways to make hospital stays easier on the 

patient. One example cited was a drawing competition introduced in the children’s wards to make 

their stay in hospital more comfortable. Like client-centred care, patient experience initiatives not 

only empower patients by producing more empathy towards them from clinicians, but they also 

act to empower the clinicians. When clinicians have insight into how patients feel or may respond 

to treatment, they can adjust their approach to care and provide opportunities that are favourable 

to patients. Patient experience is closely linked to Foucauldian ‘technologies of the self’ where 

self-reflection by the clinician on what is learned through experience can produce insightful, 

caring, ethical behaviour towards patients. Patient experience is like knowing a person’s soul and 

how it has been shaped by technologies of discipline (Foucault, 1977a). For a clinician, this 

knowledge is helpful when working with patients as they can tailor their responses to the patient’s 

behaviours (See Chapter 3, The self and the soul). 
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The holder of two roles OT 

A review of position descriptions for OTs shows how clinical governance is now embedded 

within the expectations of what an OT ‘does’ in a DHB. For instance, in 2014, a rotational OT 

position description (Counties Manukau Health, 2014d) foregrounded the DHB vision and values 

(“Our DHB shared Vision is to work in partnership to improve the health status of all” (p. 4)) 

before describing the role expectations through the key accountabilities of: 

• Best practice (outcomes focussed, assessment /intervention / discharge process) 
• Client focussed care (client goals /selfcare / equipment needs) 
• High quality standards of care (documentation, time management, prioritisation, careful 

use of resources) 
• Individual responsibility and accountability for professional development of self and 

others (PDR procedure; peer review, supervision, preceptorship of new staff, post-grad 
studies, research, evidence-based practice, supervision, in-services, student supervision) 

• Multidisciplinary team and working relationships (safe work environment, working within 
budget and funding, data collection, exercise tact, judgement, respect, be discreet and 
sensitive) 

• Legislation (NZ government legislation, DHB policy, OTBNZ policy) 
• Quality (development of policy, procedures, service development) 
• Health and Safety (policies adhered to, reporting of workplace hazards, identify health and 

safety representative) 
• Cultural safety (respect, cultural awareness in lifestyle, practices and choices) 
• Information technology (uses clinical information systems) (2014d, pp. 5-7) 

This position description clearly demonstrates the discourses that make up the two-roles of the 

occupational therapy practitioner, “improving the system for providing care as well as providing 

care” (Davies et al., 2014). In fact, by paring the job description down to this list, it clearly reveals 

how the focus on participating in direct client care has shifted quite dramatically to requiring the 

practitioner to participate in the development and maintenance of quality clinical governance 

systems. 

Summary 
Clinical governance frameworks in Aotearoa New Zealand are constructed from multiple 

interacting discourses: political, biomedical, organisational, professional, economic, systems, 

technological, managerial and leadership, quality and safety of patient care, teamwork, 

communication, learning and research, client-centred care, equity and bicultural. They form a 

“network of dependence and communication” (Foucault, 1972, pp. 46-47) throughout DHBs, 

classifying the desired behaviours preferred by the DHBs. The complexity of these interacting 

discourses produce a DHB environment where healthcare workers, including OTs, are expected 

to conduct themselves and their practices in a particular way. The texts I have studied certainly 

reveal how OT practitioners are rendered docile bodies, conforming to DHB technologies of 

discipline through observance of policy and engaging in technologies of the self (e.g. the 
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confessional) through supervision. Comparison of one moment of time with another shows that a 

rupture has occurred resulting in the emergence of named clinical governance and further change 

to occupational therapy practice as a result. In DHBs, there is a disjunction between occupational 

therapy practice having become largely restricted to core practices while patient referrals are now 

more complex, requiring more thoughtful clinical reasoning and multifaceted intervention as a 

result. To remediate these conflicts, some OTs might find ways to take up opportunities to engage 

in leadership, professional learning and research in order to find ways to improve the quality of 

occupational therapy healthcare delivery within the DHB setting. On occasion, I would suggest 

that engagement in resistive practices, might be because personal subject positions favour 

provision of ‘desirable’ quality of life interventions, which are constricted by DHB economic 

discourses preferring the practice of economic prudency, limiting interventions to ‘need’ only. 

This research has also indicated that clinical governance frameworks are not static; the multiple 

discourses comprising them (see above) shift in prominence, while new ones are taken up as New 

Zealand’s political, societal and economic discourses react to worldwide discourses in healthcare 

delivery. It may be that further iterations of clinical governance frameworks will be constructed 

as healthcare delivery responds to unknown contingent events to come, impacting OT practices 

and patient outcomes alike.  
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Chapter 9  Discussion 

People know what they do; frequently they know why they do what they do; 
but what they don't know is what what they do does. 
 – Michel Foucault, Personal Communication to Dreyfus and Rabinow 

Introduction 
In this chapter, I bring together and discuss the findings from the previous three chapters. I 

consider examples of dominant themes that are illustrative of the effects of discourses from DHB 

clinical governance frameworks on the subject positions and practices of OTs. Where relevant, I 

consider my findings in relation to the work of other researchers who have explored clinical 

governance in New Zealand, most prominently, Gauld and Horsburgh (2012, 2015, 2017), or 

favoured particular OT subject positions, particularly Pollard, Kronenberg and Sakellariou 

(2009), who advance the concept of political activities of daily living (pADL)79 (p. 3). I also 

consider the work of Mackey (2011), who advocates for the occupational therapy profession to 

understand themselves as holding multiple subject positions related to context that shift over time. 

Finally, I contemplate the implications of my findings and what opportunities my insights may 

open up for OTs practicing within DHB clinical governance frameworks. For me, the learning I 

gained from conducting this research was surprising. I had no idea at the beginning where it would 

take me and that I would arrive at the points of discussion presented later in this chapter 

Why? 

I conducted this study because I wanted to understand why my occupational therapy practices 

seemed to change from one moment to another. It troubled me, and became problematic, 

particularly in the early 2000s when I noticed that there was more to ‘do’ that was not directly 

associated with patient face-to-face interaction, and there seemed to be increasing written rules 

and regulations associated with practice. In this study, I have endeavoured to make visible my 

understanding of how I constructed this perception, by viewing the problem through a 

Foucauldian lens (see Chapter 3: Methodology). Something was being ‘done’ to occupational 

therapy practice in District Health Boards, which influenced what I could and could not do for 

my patients, and, importantly, there was a run-on effect in how they, the patients, could and could 

not ‘do’ things in their home environments. Foucault (1982c) suggests that people are unaware of 

the effects of their practices, but as practitioners, I believe we should be able to reflect on what 

 
79 pADL: Pollard, Kronenberg & Sakellariou define this concept as “the need to develop and integrate political 
literacy and political engagement in occupational therapy education, practice and research”. They stress that “the use 
of the small ‘p...refers to local conditions, the intricacies of accountability, interprofessional relationships, user and 
carer needs and individual motivations, issues that are often managerial concerns.” (p.3). It does not refer to 
government ‘Politics’. 
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our ‘truths’ and conduct does to ourselves as well as others, by considering the discourses that 

have produced our subject positions and practices. 

How? 

Through the application of Foucauldian methodology, I began to understand that the subjectivities 

of OTs were discursively constructed, and produced from a whole breadth of power relations 

shaped by circulating discourses from multiple sources which construct the social world around 

us. I also came to realise that the construction, and therefore definition, of clinical governance 

shifts from time to time, as attempts are made to fill in gaps when further problems in healthcare 

delivery emerge, and are identified through discursive statements. It is essentially a means of 

reining in undesirable or unsafe healthcare delivery practices (as discussed in Chapter 6: 

Contingent events) through the regulatory techniques of power associated with governmentality. 

This understanding was confirmed when I read the Health Quality & Safety Commission’s 

document Clinical governance: Guidance for health and disability providers (HQSC, 2017), 

where, finally, a New Zealand-wide framework for clinical governance was presented. It 

acknowledged that clinical governance had been “introduced in an adhoc way or used in a 

fragmented manner” (p. 7). This statement supported my analysis of the texts from three DHBs 

selected for this study that clinical governance within occupational therapy practice appeared as 

glimmers in Moment 1, where, for example, prominent systems discourses produced technologies 

of discipline such as policies, guidelines and protocols for OTs to follow in their daily practices. 

In Moment 2, however, professional development and learning and patient experience discourses 

were also foregrounded, providing opportunities for OTs to participate in research projects and to 

examine how it felt, for instance, to be a patient in hospital. Although the original UK discourses 

remained present and were expanded more fully, the document also acknowledged the 

incorporation of discourses from the Treaty of Waitangi into its “dimensions of quality” (p. 7), as 

well as recognising “professional and regulatory bodies” (p. 3) as contributing to “the conceptual 

basis” (p. 3). 

To conduct analysis into my initial question asking how ‘clinical governance’ had influenced 

occupational therapy practice, I selected moments in the recent history of New Zealand 

occupational therapy to analyse more closely through the study of texts obtained from a wide 

variety of sources (see Chapter 4: Method). I was able to see how changing discourses produced 

and served different constructions of governmentality within each moment. I soon realised that 

there had been a shift from the self-governance, self-disciplining position experienced by post-

war OTs (see Chapter 5: A history of the present) to situations where post-2000 OTs were 

governed by DHB quality improvement frameworks and professional governance in Moment 1 

(Chapter 7: 2003-2005). These would later be reconstructed as clinical governance frameworks 

produced from a plurality of healthcare improvement discourses regulated by multiple 
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governance disciplinary mechanisms in Moment 2 (Chapter 8: 2015-2017). The context for the 

emergence of clinical governance is considered in Chapter 6. 

Shared responsibility 

The clinical governance framework brought together quality improvement discourses that were 

already somewhat present in New Zealand healthcare institutions. What was new, effectively 

becoming a dominant discursive construct, was the idea that everybody, including healthcare 

workers and patients, at all levels and across levels, held responsibilities to ensure the success, 

delivery and take up of appropriate healthcare provision to the population. The importance of the 

formulation of a structure of relationships and networks, where everybody worked together in 

partnership and collaborated, became visible. In principle, then, power networks within the 

healthcare system were being made to change through the clinical governance discourses. 

Circulation of power and behaviour change 

The discourses within clinical governance frameworks ideally create behaviour change at the 

individual level by circulating and dispersing power to people who previously may have enacted 

little or no discursive power, or reducing it where there was an imbalance. Consequently, clinical 

governance potentially opens up opportunities that allow a broad range of people to legitimately 

speak regarding how healthcare provision happens, where it occurs, and what is done. It also acts 

to minimise discourses that support siloed ways of working, by favouring discourses that promote 

openness, communication and teamwork throughout the organisation. Leadership responsibilities 

are theoretically no longer the domain of managers, but shared with clinicians (Brown et al., 

2009), challenging the dominance of manager decision-making regarding delivery of hospital 

healthcare. Furthermore, clinical leaders are authorised to speak on behalf of professions at senior 

management level. Everybody at all levels is required to show initiative, ownership and 

responsibility by demonstrating leadership through actively providing evidence for what they are 

doing or have done; however, in order to achieve these goals, technologies of discipline are 

embedded so that clinicians are rendered ‘docile bodies’, who can be disciplined through 

technologies of power as discussed in Chapters 3, 5, 7 and 8. 

Aims of research 

I first set out to consider the emergence of the occupational therapy profession in New Zealand. 

This was an event strongly constructed from biomedical and occupational therapy professional 

discourses. It produced the subject of the OT to provide rehabilitation through occupation to 

mental health patients, as a way of governing their conduct while residing in institutions, 

producing docile bodies. Treatment was extended to returning soldiers injured during the Second 

World War with the purpose of getting them back to work (see Chapter 5). The success of the 

first OTs prompted the New Zealand government to pass the Occupational Therapy Act, 1949 , 

which enabled the occupational therapy profession to hold the power to self-govern through the 
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Occupational Therapy Board, with strong advisory and post-qualification educational support 

from a professional association (see Figure 17). I felt I needed a good understanding of how 

occupational therapy was constructed in this early period so that I had a baseline with which to 

compare the two moments I had selected to study post the introduction of clinical governance in 

DHBs. Chapter 5 addresses the post-World War II era beginnings of occupational therapy. 

Figure 17. Governance as occupational therapy emerged in New Zealand 1940-1960. Author’s 
work. 

My second, more important aim was to examine if and how the emergence of clinical governance 

might have had influenced occupational therapy practice in the DHBs after 2000. I selected two 

moments after the concept of clinical governance emerged in New Zealand healthcare delivery 

documents, 2003-05 and 2015-17 respectively (Chapter 6 & 7 are Moment 1 and Chapter 8 is 

Moment 2). When placed alongside Chapter 5: History of the present, where I looked at the 

emergence of the occupational therapy profession in the post-World War II era, I was able to 

compare subject positions and practices pre- and post- the introduction of clinical governance. 

When comparing the governance of the profession from post-World War II to Moments 1 and 2, 

it appeared to me that the governance of OTs had changed in series responding to ruptures 

triggering changes within healthcare delivery over time. 

While post-2000, the emerging quality service and professional governance discourses 

influencing occupational therapy subjectivities and practices in Moment 1 have shifted in 
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prominence in comparison to Moment 2, what has become evident is that some early pre-Moment 

1 and 2 professional occupational therapy discourses persist. They appear to be continuously at 

the heart of occupational therapy practice, constructing the belief that occupation is essential for 

health, and are associated with finding ways to enable people, as occupational beings, to 

participate in the occupations of their choosing, if they are able, particularly paid employment. 

This observation is supported by the work of multiple researchers of occupational therapy 

practice, including Pollard, Kronenberg and Sakellariou (2009), Wilcock and Hocking (2015) and 

Whiteford and Wright-St. Clair (2005). 

A shifting healthcare provision structure 

As I focussed my research on the emergence of clinical governance discourses in DHBs in the 

2000s, I frequently encountered the work of Professor Robin Gauld, who has regularly authored 

or co-authored books, papers and research associated with a transition in the New Zealand health 

sector. Gauld claims this transition has been ongoing since the mid-1980s (Thomson & Gauld, 

2001), and my findings corroborate this assertion where it is pertinent to occupational therapy 

practice. Prior to the first Moment of study in 2003-05, the occupational therapy profession 

conducted a review of its workforce (Department of Health Workforce Development Group, 

1988) and education programmes (Department of Education, 1988), producing the first minimum 

standards of practice, Competencies for registration as an occupational therapist (New Zealand 

Occupational Therapy Board, 1990). These documents are discussed in Chapter 6. They signal an 

early awareness within the profession that there would be a future need for occupational therapy 

to describe its scope of practice, demonstrate safe, competent practice and construct an auditable 

set of standards that could be used for future practice surveillance and monitoring. 

Gauld (1999) also observed that discourses associated with underfunding, austerity and “core 

business” (p. 576) were surfacing in healthcare provision statements prior to my period of study, 

Moment 1. He noted the construction of a devolved system of healthcare delivery that was 

“increasingly complex and disintegrated” (p. 582). He recommended therefore, that a stable 

system of governance supporting integrated care and performance evaluation be constructed. The 

documents commissioned by CLANZ (Malcolm et al., 2002a) also foregrounded discourses 

supporting clinical governance and clinical leadership as objects to be introduced into DHBs, 

noting that some DHBs had already initiated construction of frameworks in their organisations. 

A further document, Discussion Paper: Quality improvement strategy for public hospitals, 

(Ministry of Health, 2001) circulates quality improvement discourses emphasising the benefits of 

clinical governance, by clearly constructing a basic framework of components the authors 

believed should be included, such as clinician involvement, teamwork, performance management, 

partnerships, accountability and responsibility, and evidence-based practice. The paper 

emphasised that “establishing a system of clinical governance in hospital would be an evolving 
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process” (p. 30) which my study has certainly revealed and confirmed. I found that while Moment 

1 provided glimpses of early clinical governance frameworks being built within some DHBs, it 

was primarily through management and medical service structures. Clinical governance was 

rarely named as such, Instead, a variety of separate, non-integrated, quality improvement and 

safety discourses produced practices to be engaged in, such as prudent use of resources and client-

centred care. As I have noted, in one DHB, where clinical governance was taken up early, clinical 

governance discourse was interpreted as “professional governance” within the allied health 

department (Auckland DHB, 2012, p. 7). 

Even in Moment 2, although clinical governance per se was more visible within allied health 

structures, and certain practices taken up and normalised, there were signs that the full range of 

quality and safety of healthcare delivery discourses supporting the construction of clinical 

governance frameworks had still not been taken up, limiting the engagement of clinicians. Highly 

relevant to this 2015-17 timeframe, Gauld and Horsburgh conducted two studies that tracked the 

take up of clinical governance practices and processes in DHBs after the publication of In good 

hands (Brown et al., 2009), firstly in 2012 (Gauld & Horsburgh, 2012) and then in 2017 (Gauld 

& Horsburgh, 2017). The first study, open to all professionals across the (then) 19 New Zealand 

DHBs (Gauld & Horsburgh, 2015), revealed that clinical governance frameworks had somewhat 

been constructed by DHBs from variously interpreting the quality improvement discourses within 

the In good hands document. I would suggest that the results of their first study supports my 

argument that I found clinical governance, as defined in Chapter 1, was not so discursively 

prominent in Moment 1, when they write: 

Clinical governance and leadership have been central health policy planks 
since the delivery of the 2009 In Good Hands report of the Ministerial Task 
Group on Clinical Leadership. ...Since then, DHBs have invested considerable 
effort into developing structures for clinical governance, supporting clinical 
leadership and building a more engaged health professional workforce. (Gauld 
& Horsburgh, 2012, p. 11) 

In other words, prior to In good hands, in all probability, it simply had not been made sufficiently 

clear that DHBs should construct clinical governance frameworks within their structures. 

These statements suggest that, although my research has revealed evidence of clinical governance 

discourses appearing in government policy and circulated through services by managers in DHBs, 

prior to 2009, the circulating discourses were not sufficiently dominant to be named definitively 

as ‘clinical governance’. The alternative ‘quality improvement frameworks’ operating in Moment 

1 tended to be constructed so that power was something to be enacted upon practitioners, 

producing a different kind of subject from managers through the effects of technologies of 

discipline. The leadership partnership between managers and clinicians remained unbalanced. 

What occupational therapy practitioners did in Moment 1 was to either take up opportunities that 
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were presented as medical service initiatives, professional governance, and quality initiatives, or 

to quietly resist policy through underground practices (Hayes Fleming & Mattingly, 1994), so 

there were spaces where they could enact power. 

Even after In good hands (Brown et al., 2009) was published, with the expectation that DHBs 

would progress with the construction of clinical governance frameworks, Gauld and Horsburgh 

concluded in their 2012 study that clinical governance needed a clearer definition; that DHBs 

should share their structural models and pool their documents with each other and that health 

professions needed to be encouraged to engage through, for instance, training of both qualified 

clinicians and students and administrative support for clinical leaders prior to 2009 (2012, pp. 85-

86). Their findings also revealed a number of problematic systems and management discourses 

counter to the construct of clinical governance being taken up and normalised into DHB practices. 

Because clinicians and managers had been constructed differently, holding different subject 

positions, particularly concerning use of economic resources, an “us and them” (Gauld & 

Horsburgh, 2015, p. 3) clinical-managerial relationship was produced. While managers took up 

DHB economic and quality and safety of healthcare provision discourses foregrounding 

individual accountability as a dominant managerial subject position, practitioners continued to 

favour subject positions that prioritised their direct clinical responsibilities. It would appear that 

many clinical governance discourses failed to have sufficient effect on clinicians, with Gauld and 

Horsburgh’s (2015) research suggesting that a lack of formal training and time to gain clinical 

governance practice skills and knowledge contributed to the poor take up of clinical governance 

practices amongst clinicians. The authors reiterated: 

The findings of this study suggest not only a failure to commit at the local 
DHB level in implementing a government policy within a healthcare system 
where powers of planning and service organisation are devolved from the 
centre; these also echo findings from other studies of clinical governance, 
which show that management commitment is critical if healthcare 
professionals are to feel engaged in the implementation process. (p. 5) 

From my own experience of being a clinical leader at the time the second study was conducted, I 

would suggest that although these discourses influenced occupational therapy subject positions 

prior to and within Moment 2, poor understanding and partial implementation of government 

policy within the DHBs may have limited full active occupational therapy clinician engagement 

in clinical governance and leadership development initiatives. I observed resistive behaviour 

surfacing, particularly a reluctance to engage in non-clinical quality work that seemed to be 

associated with not having the time to commit to additional duties due to the need to manage full 

clinical caseloads. Here, it could be argued, the traditional, caring, client-focussed subject 

positions dominated over quality improvement discourses. I can also anecdotally attest to the 

inequality in the relationship between managers and clinical leaders: for example, a 

multidisciplinary manager at this time asserted that they had ‘final decision authority’ over 
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professional and clinical leaders. On reflection, this comment might have been generated due the 

dominance of the managerial discourse still being prominent and favoured; while the emerging 

shared leadership discourse remained backgrounded. 

Gauld and Horsburgh’s (2020) second study on the progress of clinical governance in DHBs was 

conducted in 2017, within my Moment 2, and was open to “all health professional groups in 

employment” (p. 781) in New Zealand DHB hospitals. Their prominent finding was that only 

limited progress had been made since their original 2012 study (Gauld & Horsburgh, 2017, 2020). 

While the study revealed there was slightly more awareness of clinical governance, and more 

DHB support to engage in clinical leadership events, they noted that there seemed to be a 

deterioration in clinical-management decision-making and change partnerships. The authors 

concluded that if clinical governance was to be normalised into DHB practices, then there needed 

to be: 

Encouragement and support from across the sector, with advice and guidance 
from the centre as well as commitment and support from the DHBs. ...Of 
course, health professionals also have a responsibility for enabling and 
developing clinical governance. ...Progress generally requires setting up 
measures for holding individuals and the system to account. (Gauld & 
Horsburgh, 2017, p. 57) 

My research shows that, in Moment 2, OTs were exposed to discourses that produced some 

changes to their practices. Clinical governance and leadership discourses emerging from In good 

hands circulating within DHBs slowly produced emerging or re-designed allied health service 

structures. As I have observed, in some DHBs, allied health was named as a service in its own 

right (Chadwick, 2017; Mueller & Neads, 2005; Waitematā DHB, 2010a), rather than being 

contained under the auspices of medical services. Furthermore, the allied health service structures 

included governance leadership positions such as Director of Allied Health and Professional 

Leaders (Waitematā DHB, 2010a). However, the frameworks still tended to emphasise ‘doing to’ 

clinicians at the front line, through policy, guidelines and standard operating procedures, rather 

than engagement, feedback and take up of clinician viewpoints. 

Governance, governance, and yet more governance 

In Moments 1 and 2, how OTs ‘do’ their practices has been influenced by multiple sources of 

discourse (see Figure 18). I would argue that governance is enacted in Moments 1 and 2 by the 

action of neoliberal and bicultural discourses acting on New Zealand government policy which, 

in turn, has produced health legislation, distantly overseen by the Ministry of Health. The Ministry 

ensures that strategies and guidelines are taken up and implemented by the DHBs and professional 

bodies through the surveillance of their activity by reporting mechanisms and audits. Day-to-day 

healthcare delivery is locally regulated by the DHBs through the action of clinical governance 

discourse and disciplinary mechanisms, while occupational therapy professional governance is 
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locally regulated by the OTBNZ. The sources of discourses in Figure 18 above (Neoliberal 

governmentality, Treaty of Waitangi, OT professional governance and Moment 1: Quality 

improvement and Moment 2: Clinical governance) are closely related, whereby multiple 

discourses circulate and flavour ‘the truths’ reaching OTs. As the discourses emanating from these 

discourse sources wax and wane in prominence, the effect is a shift in what is considered ‘the 

truth’, and, therefore, the ‘preferred’ knowledge. 

Figure 18. Overview: Multi-governance Moment 1 (2003-2005 and Moment 2 (2015-2017) 
produced by multiple discourses from multiple sources. Author’s work. 

OTs who take up the preferred knowledge into their subject positions are likely to shift their 

behaviour so that their practices are in line with DHB preferred conduct. However, my own 

experience also suggests that others may choose to resist and engage in counter-conduct, (see 

‘quiet influencers’ later in this chapter, in spite of possible disciplinary consequences, a 

Foucauldian consequence of free choice (Foucault, 1978). 

Shifts in leadership structures 

Table 10 provides a summary of leadership constructions for OTs in hospitals. In 1940/50, OTs 

were essentially self-governed, working within, and from, a designated Occupational Therapy 

Department. In Moment 1, OTs were named and managed within a medical service, reporting to 

a generic allied health team leader, working in a multidisciplinary space, with OT professional 

leaders/advisors backgrounded by prominence of managers. In Moment 2, OTs were explicitly 
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named in the construction of an allied health service, working within a multidisciplinary space 

managed by AH generic team leaders. Named OT professional leaders are more prominent, but 

balance of power with managers was still questionable. 

Table 10. Examples of shifts in leadership constructions 

1940/50s Moment 1 Moment 2 

OT based in OT Department: 

Leadership through Charge 
Occupational Therapist within 
the OT Department. 

(Dalrymple, 2008) 

 

Service-based structure: 

Allied health including OTs, 
embedded within services and 
not a standalone entity 

Limited formal input to 
decision-making by therapy 
professional leaders & advisors 
(including OTs). Fragmentation 
of allied health staff across the 
DHB. 

Allied health structure and 
function under consultation 
(Waitematā DHB, 2010a) 

Allied Health Service: 

Named stand-alone service 
comprising allied health 
clinicians with designated 
leadership representation at 
multiple levels throughout DHB 
including: 

Chief Health Professions 
Officer (ADHB) 

Allied Health Directorship 
(ADHB and CMH) 

Professional leader OT 

Practice supervisors 

NZROTs and Therapy 
Assistants 

OT students 

(Auckland DHB, 2016) 

 

“Action upon action” 

Foucauldian discourse analysis made it possible for me to trace how discourses associated with 

clinical governance and leadership produced particular occupational therapy subject positions 

within DHBs (Table 11). The analysis process made visible what previously was not known to 

me, at least consciously. I was able to visualise how the exercise of power, carried by discourses, 

plays a productive role in everyday practices (Dreyfus & Rabinow, 1982). It produces “action 

upon action” (Foucault, 1982b, p. 220), as it circulates throughout all levels of society and 

associated organisations (Foucault, 2003). By conducting a Foucauldian discourse analysis, I was 

able to arrive at an understanding of how the effects of particular actions at all levels within a 

DHB held implications for delivery of occupational therapy services to patients. 
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Table 11. Example of how power/knowledge has produced ‘action upon action’ within hospitals 

Surfaces of emergence Action upon action 

Prior to and within 
Moment where OTs first 
emerged in NZ 

Foregrounded Authorities of 
delimitation: Physicians 

Biomedical discourses dominant, producing medical knowledge and 
status that empowered physicians to both lead medical institutions and 
make management decisions on care provided, such the construction of 
the conditions for the OT profession to emerge in NZ. 

Prior to Moment 1 

Foregrounded Authorities of 
delimitation: Managers 

Medical knowledge and physician status challenged by emerging 
managerial discourses that questioned physicians’ ability to make 
management decisions about care provided. 

New managerial knowledge constructed that shifted the power enacted 
and status held by physicians to lead medical institutions and make 
management decisions on care provided, to an emerging group of 
hospital managers. 

Clinicians positioned by managers to focus on the economic 
implications of healthcare provision rather than care for improved 
quality of life. 

Prior to Moment 2 

Foregrounded Authorities of 
delimitation: Clinicians and 
managers 

Managerial knowledge and status challenged by emerging clinical 
governance discourses that question the power of hospital managers to 
act alone in making decisions about healthcare provision. 

Foregrounded discourses prefer shared holding of power and 
responsibility for clinical decision making, leadership and 
management. 

New clinical governance and leadership knowledge supports 
redistribution of power throughout hospitals to be shared by both 
healthcare professionals and managers. 

 

Multiple subject positions, rather than ‘identity’ 

OTs, as subjects, are able to react and respond to the discourses present in society around them, 

that produce a societal “regime of truth” (Foucault, 2000d). They are able to take up or reject 

those discourses available to them, and in the process, construct multiple subject positions. It 

follows, then, that in the actual ‘doing’ of occupational therapy, ‘practices’, may vary, depending 

upon the subject positions the individual OT either takes up or has imposed on them. The practices 

and expected standards become recurring patterns of conduct which can be taken up and 

normalised as everyday practice. A common example within DHBs is the OT assuming the 

subject positions associated with the practices of an ‘EMS assessor’ (Ministry of Health, 2014a, 

p. 3) where professional and clinical governance discourses, particularly economic discourses, 

come together. EMS assessor professional discourses produce practices that include assessing 

and measuring people in order to gain information to provide bespoke wheelchairs and seating, 

and training them to use the equipment. DHB EMS assessor clinical governance economic 

discourses favour supply of equipment for need only, not to improve quality of life (Accessable, 

2003, p. 3, para 3.6). How OTs as EMS assessors in DHBs respond to and engage in these 
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practices depends upon the dominance of the discourses producing their subjectivities and their 

subject positions within a certain time, place and space. They may comply with or resist the 

economic discourses, finding novel ways to circumvent the rules. Mackey (2011) therefore 

contended that OTs should not be labelled with static professional identities either as a group, or 

individually. She claimed, as I do, that professional identities or in Foucauldian terms, 

‘subjectivities’, do not remain the same, but are subject to change: 

Foucauldian approaches are rooted in a recognition that professional identities 
are contested and thus open to change rather than predetermined. In this way, 
occupational therapy is a dynamic concept, shaped and reshaped over time by 
competing and often contractionary claims. Such approaches open up fields 
and possibilities for critical reflection and strategic action. (Mackey, 2011, p. 
133) 

My study revealed a number of dominant subject positions within each moment, demonstrating 

how subjectivities change. Table 12 summarises, and the relevant chapters provide detail. 

The table shows how subject positions have shifted, become foregrounded, backgrounded and 

normalised from moment to moment, in response to the particular dominant discourses acting on 

the subjectivities of OTs at a particular time. It makes visible the discourses I have identified as 

foregrounded in each moment and the expected subject positions that have been produced. What 

is important to note is that the discourses emerging post-war are still present in Moments 1 and 2, 

but in some cases have been modified or backgrounded in favour of the emerging quality and 

clinical governance discourses in these two time periods respectively. The enduring discourse is 

‘occupation is essential for health’. In many respects, then, it further demonstrates the 

construction of the two roles of OT clinicians – holding on to the traditional values and beliefs of 

the profession, yet being expected to transition and respond to a broader role involving practices 

that are reconstructed for the particular health service in which OTs find themselves working. 
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Table 12. Comparison of dominant subjectivities and subject positions produced by quality 
improvement discourses 

Dominant subjectivities and subject positions made visible by professional, quality 
improvement and clinical governance discourses within the texts 

Emergence of OT profession Moment 1 2003-2005 Moment 2 2015-2017 

Prominent professional 
discourses: 

Occupation essential for health 

Biomedical 

Patient-focused 

Agency of human beings 

Problem solvers; practical 
application of ideas 

Prominent quality 
improvement discourses: 

Economic 

Organisational 

Responsibility and accountability 

Delivery of safe, quality 
healthcare 

Client-centred 

Bicultural 

Professional development + 
learning 

Prominent clinical governance 
discourses: 

Economic 

Organisational 

Responsibility and accountability 

Delivery of safe, quality 
healthcare 

Client-centred;  
Patient experience 

Bicultural 

Professional development 
through learning organisations 

Subjectivities / subject positions 

Doing it our way: A self-defining 
profession 

Holistic and creative problem 
solvers pushing boundaries 

Creators of mysterious practices: 
the power of silence 

Practitioners embracing 
humanitarian characteristics 

Providers of humanising, 
individual-focused patient care 

Constructors of patient conduct 

Protectors of our patch: 
organisation, safety and prudent 
work practices in the department 

Belief that participation in 
occupation is necessary for 
health 

Emerging: 

DHB professionally governed 

Prudent 

Safe, quality driven 

Client-centred 

Biculturally aware 

Reflective, accountable 

Entrepreneurial 

Emerging OT leader 

Resistor 

 

Enduring belief that 
participation in occupation is 
necessary for health 

Disciplined; compliant 

 

Learning, researching, 
communicating 

Person-centred, caring 

Biculturally responsive 

Holders of “Two roles” 

 

 

 

 

Enduring belief that 
participation in occupation is 
necessary for health 

Note: Subject positions at the ‘emergence of profession’ have not necessarily been eliminated, but rather 
been backgrounded by the dominant discourses constructing OT subject positions in Moments 1 and 2 

 

Summary of findings 

Occupational therapy - 1940s 

Biomedical, economic and social discourses produced the emergence of the occupational therapy 

profession during the Second World War in New Zealand as a response to the problem of not 
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having sufficient trained staff to rehabilitate people languishing in medical institutions. The way 

patients were governed became problematic and so a different way of governing was needed to 

provide reablement services to patients, hence an opportunity opened up for the emergence of 

OTs in New Zealand. 

The close relationship with certain influential medics who supported the emergence of OTs in 

New Zealand to rehabilitate mentally ill patients and injured soldiers proved to be beneficial. The 

relationship ensured a transfer of power to occupational therapy practitioners, who then held the 

authority to apply the specific occupational therapy practices constructed as a result of 

professional OT subject positions taken up during their occupational therapy training. They 

constructed and ran their own departments, and they predominantly professionally governed 

themselves within the hospitals, with some minimal oversight from the medical profession for 

referral purposes. Dominant subject positions at this time emphasised a belief that participation 

in occupation is necessary for health and practices that emphasised a caring, humanistic, 

occupation focussed, professionally governed approach to practice. Patients were rendered docile 

bodies, under the medical gaze, being cared for within a welfare system, who did what they were 

told and were provided with what the ‘experts’, including OTs, thought they needed. 

Moment 1 

DHBs emerged as a solution to a number of perceived problems with healthcare delivery in New 

Zealand. Siloed departments were replaced by interconnecting services, and quality improvement 

frameworks began to emerge. Legislation from the HPCAA impacted occupational therapy 

practice as professional discourse filtered through to DHB OTs via the OTBNZ and also through 

the construction of professional governance frameworks in the DHBs. Quality improvement 

discourses, such as those preferring quality, safety, financial prudence and client-centredness 

acted to circulate preferred knowledge through DHBs thus constructing named objects 

‘professional governance’ and ‘quality improvement’. The focus was on establishing, embedding 

and normalising fundamental organisational and services rules, regulations and practice 

procedures from top down into medical services and through to practitioners. OTs were now 

directly governed professionally and by DHBs, but while some occupational therapy practices 

were discontinued and core practices emphasised, other opportunities emerged to make visible 

and showcase practices through documentation and outcomes. 

Dominant quality improvement discourses of the time constructed a docile body: a behaviourally 

compliant, responsible and accountable practitioner who engaged in practices associated with 

economic responsibility, safe practice, client-centredness and cultural responsiveness. The 

enduring belief that participation in occupation is necessary for health was also dominant and was 

a constant presence in the practices of OTs, particularly prominent when entrepreneurial and 

resistive behaviour surfaced within occupational therapy practice. Patients/clients were 
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constructed as now being capable of making their own healthcare decisions, as a result of 

prominent neoliberal discourses foregrounding autonomy and self-responsibility. However, for 

some OTs, the ‘Welfarism’, caring discourses (that rendered patients as docile bodies needing to 

be cared for), were still evident. This was clear in the use of underground practices, as other 

avenues were closed by, for example, funding restrictions or narrowing of scope of practice within 

DHBs. 

Moment 2 

There was a shift of oversight across some DHBs who followed Auckland DHB’s lead and 

constructed allied health as a service in its own right. Directors of Allied Health emerged and 

were named, holding senior management level positions. Allied health increasingly shifted from 

being situated within medical services to be constructed as a full stand-alone service. OTs were 

now represented by clinical leadership structures emphasising a multiple direction (up, down and 

across) communication flow, professional-managerial partnerships and the appearance of 

discourses circulating the preferred truth that there were all kinds of leaders within DHBs, not 

only those in official positions (In good hands). The dominant focus was on establishing, 

embedding and normalising clinical leadership, allied health service rules, regulations and 

practice procedures with practitioner involvement. Economic, leadership, and quality and safety 

of patient care discourses, for instance, were now claimed and named as clinical governance 

discourses, entering the subjectivities of OTs. Additionally OTs were provided with opportunities 

to resist practices through counter-conduct, by speaking up; and to take up positions involving 

research and development of services. 

Clinical governance discourses circulating at this time normalised the subject positions of the 

behaviourally compliant, responsible and accountable practitioner who engaged in practices 

associated with economic responsibility, safe practice, client-centredness and cultural 

responsiveness. As in Moment 1, the enduring belief that participation in occupation is necessary 

for health also remained dominant and was a constant presence in the practices of OTs; again, 

particularly prominent when opportunistic and underground behaviour surfaced within 

occupational therapy practice. As allied health services constructed their network of relationships, 

they were able to provide practitioners with opportunities for participation in patient experience 

initiatives, quality improvement projects, research and higher education. At the same time, 

though, more protocols were produced that standardised practices and behaviour so that risk was 

further minimised and productivity emphasised. Patients/clients were constructed as consumers 

capable of making their own healthcare decisions and expected to take on responsibility for their 

own health and healthcare as a result of neoliberal discourses foregrounding autonomy and self-

responsibility. The consumers were provided with education and home programmes to be able to 

make their own decisions as to what action to take thereafter. Practitioners were warned not to 

engage in certain types of counter-conduct, particularly ‘gaming’ the system (Ministry of Health, 
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2012, p. 4) in order to provide services that patients/clients were not officially deemed eligible 

for through policy. 

Implications for theory and practice 

I have identified six prominent emerging themes and one enduring theme in my study that, I 

believe, make visible how clinical governance discourses have influenced occupational therapy 

practices in DHBs. OTs are: 

1. Multi-governed, clinically-led 

2. Discursively proactive 

3. Holders of ‘two roles’ 

4. Lifelong learners 

5. Quiet influencers: Holders of hidden power 

6. Biculturally responsive 

7. Enduring ‘claimers of occupation’ 

Multi-governed; clinically led 

Clinical governance frameworks could be considered to be a neoliberal Orwellian dichotomy of 

‘freedom equalling restraint’. While national decentralisation had resulted in a reduction of direct 

governance by the New Zealand government via the Ministry of Health, the DHBs had been 

accorded that power, each producing their own version of clinical governance, facilitated to 

deliver healthcare services in a particular, controlled way. Using Foucault’s ‘Rules of Formation’ 

(see Chapter 3), we can understand how multiple quality of healthcare discourses were enabled 

to flow from government agencies and, via ‘surfaces of emergence’ such as DHB executive 

leadership teams and HR services, enter the DHBs. The discourses eventually aligned within an 

umbrella construction named ‘clinical governance’. The appointed ‘authorities of delimitation’ 

such as service delivery managers within DHBs were enabled to place limits on how clinical 

governance was known and enacted. For example, in Moment 1, in certain DHBs, annual plan 

documents written by some service delivery managers referred to ‘quality improvement’ or 

‘professional governance’ rather than clinical governance per se. The effect was that in some 

DHBs, discourses such as economic, safety and clinician competency discourses were preferred, 

while others such as clinical leadership and patient experience discourses were somewhat 

backgrounded. However, realising that clinical governance had not been fully constructed and 

taken up, within many DHBs, the Ministry of Health, another powerful authority of delimitation, 

named clinical governance within a new round of documents where clinical leadership and patient 

experience discourses were foregrounded as essential constituents of clinical governance. In 

Moment 2, therefore, a shift is seen to occur and clinical governance is more visible. Foucault’s 

final rule, the ‘grids of specification’, describes the ways of classifying clinical governance. As it 

is an umbrella term for a collection of particular discourses, it can be organised and grouped into 
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in to multiple systems. For instance, safety discourses run through clinical governance. Within 

the grids of specification, safety could be loosely grouped into patient safety and clinician safety. 

Patient safety could then be further classified as environmental safety in the hospital, risk 

reduction techniques associated with patient care; safe, competent practice provided by clinicians, 

and so on. The relationships between the three rules of formation provide crucial insights into 

how power circulates and changes behaviour.  

When this collection of discourses was examined closely, it appeared to me that the relations 

between the discourses supported the argument that OTs working in publicly-funded healthcare 

organisations at this time were actually governed more than they were at other moments. Through 

local concentration of power circulating from the New Zealand government into the DHBs, 

producing clinical governance frameworks, practitioner behaviours could be more closely 

scrutinised and shaped through technologies of discipline, to conform with DHB preferences. 

Power acting on OTs also extended beyond the immediate workplace remit because the 2003 

HPCAA professional discourse had also filtered into the DHB space. As a consequence, clinical 

governance frameworks had shifted to include professional governance, overseen by clinical 

leaders, within their remit, intensifying gaze on practice. Likewise, Treaty of Waitangi discourses 

concerning bicultural practices were also taken up and executed within clinical governance 

frameworks. 

With so many regulations, some occupational therapy practitioners may believe their practice 

freedoms have been limited. As Foucault (1982b) questions, “What happens when individuals 

exert (as they say) power over others?” (p. 217), later answering, “To govern... is to structure the 

possible field of other people” (p. 221). It raises the question of whether occupational therapy 

practitioners were and are governed too much, and, more importantly, I ask whether the 

continuing close surveillance of their practice is actually effective. I also wonder if and how 

governance practices could be simplified so that client-centred care discourses are favoured and 

that time spent engaging in activities with patients is recognised as a core practice. I would argue 

that practitioners spending more direct time with clients, rather than engaging in the chore of 

satisfying multiple demands and behaving in the preferred DHB way, would ultimately be more 

beneficial to the client. One possible area for future consideration might be for professional boards 

and DHBs to collaborate and define the extent of their roles, with the aim of avoiding duplication 

of surveillance and disciplinary practices, potentially opening up opportunities for practitioners 

to engage more fully with clients. 

Discursively proactive 

I contend that my research necessarily demonstrates the fluidity of OTs’ subject positions. 

Occupational therapy practitioners have to be discursively proactive and take up subject positions 

that are not static, but change in response to societal, economic and political discourses entering 
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and circulating the DHBs through clinical governance frameworks. Changing discourses can 

produce a change in subject positions accompanied by a change in practices. Some practices are 

backgrounded, as in the earlier discussion about supplying prefabricated splints in preference to 

making custom splints, demonstrating the OT’s prudent use of limited resources. Some practices 

disappear, such as the use of weaving and basket-making as therapeutic interventions, which are 

no longer viable, due to shorter inpatient hospital stays. OTs’ subject positions shift so that 

occupational therapy practices focus more on assessment, recommendations and discharge, rather 

than periods of long inpatient treatment. These are practices that discourses would suggest are 

better for the client and more cost effective for the DHB. Other practices emerge and become 

prominent, examples being specialised wheelchair, equipment and home modification assessment 

and supply, so that clients can remain in their own homes and be discharged more quickly from 

hospital, emphasising both good economic management and fiscal prudence, as well as a client-

centred focus to interventions. 

The confessional 

In order to practice proactively, occupational therapy practitioners need to be aware of changing 

political, social and economic discourse and how this discourse has a roll-on effect to their DHB 

subject positions and to their practices. My research would suggest that this relationship should 

be made visible and explicit, so that practitioners know why they are doing certain things. I would 

advocate for training opportunities that support practitioners to understand clinical governance 

frameworks and why DHBs produce policy requiring them to behave and practice in certain ways. 

Additionally, both my research and personal experience lead me to believe that it is essential that 

there are opportunities to engage in safe reflection and discussion of changing practices. As 

Foucault (1985) intimates in History of Sexuality, use of the confessional is productive in that it 

is a practice that encourages self-transformation through self-examination (see Chapter 3 section: 

Ethical care of the self). Although DHB supervision policies usually do have a confidentially 

clause (Counties Manukau Health, 2014b, 2014c; Waitematā DHB, 2016e), there may not be trust 

in how the process works in practice. Access to highly skilled, external supervisors, where 

confidentiality is guaranteed, would appear to be a safer option in every way compared to 

supervision provided by peers, managers and leaders working in the same DHB. Personal 

experience shows that internal supervision can be subject to breaches in confidentiality due to the 

very way it is constructed within DHB clinical governance frameworks. The close relationships 

with managers and leaders, who often oversee its implementation, means that supervision can 

become a mechanism for surveillance and discipline. When there is limited trust, then supervision 

becomes a ‘chatting place’, rather than a space for serious reflection and development of ethical 

practices. 
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Holders of ‘two roles’ 

Clinical governance discourses have produced more complex iterations of the DHB occupational 

therapy practitioner job description, as waves of prominent discourses are taken up and 

normalised into practice. Gauld echoed the original acknowledgement in A First Class Service: 

Quality in the New NHS (Department of Health, 1998a), that the introduction of clinical 

governance frameworks has produced two jobs for the practitioner: “improving the system for 

providing care as well as providing care” (Davies et al., 2014). From an examination of 

occupational therapy position descriptions after the introduction of clinical governance 

frameworks, I would contend that OTs are expected to participate in multiple practices involving 

both direct intervention with clients and additional indirect clinical governance practices that 

focus on DHB values and implementation of clinical governance policy. 

While the two roles could be understood as coming together to initiate and produce the OT-client 

relationship, the real-world result of ‘two roles’ is that practitioners are commonly expected to 

continuously add practices to their working day, without consideration of whether there is a safety 

risk attached to the increased workload. This raises a number of questions. Firstly, is there an 

assumption that practitioners have unlimited capacity to continuously add the practices that 

emerge through clinical governance driven policy? Secondly, if occupational therapy 

practitioners are expected to engage in ‘two roles’ with minimum resistance, should they receive 

education and support to understand what is expected of them? Lastly, are role expectations 

realistic and acceptable to those who carry them out? Does the answer lie in the exploration of 

realistic caseloads and FTE hours for the additional role? This would necessarily involve all 

stakeholders, including frontline clinicians, to ensure that power is disbursed more evenly and 

promote good morale amongst practitioners. 

Lifelong learners 

Clinical governance discourses place prominence on the individual responsibility of practitioners 

to participate in professional development, a continuous learning process, often referred to as 

‘lifelong learning’. London (2011) stresses lifelong learning is concerned with change and defines 

it as: 

Lifelong learning is a dynamic process that varies depending on individual 
skills and motivation for self-regulated, generative learning and on life events 
that impose challenges that sometimes demand incremental/adaptive change 
and other times require frame-breaking change and transformational learning. 
(p. 1) 

Cast in Foucauldian terms, lifelong learning can actually be considered as “a neoliberal art of 

government”, and “a technology of control” (Olssen, 2006, p. 216). Occupational therapy 

professional development discourses were present in Moment 1, emerging from both clinical 

governance and OTBNZ competency requirements. However, Moment 2 brought professional 
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development discourses to prominence when opportunities within allied health services began to 

be opened up for practitioners to engage in post-graduate papers, workshops and research projects. 

Although lifelong learning can be construed as a way of controlling individuals, in that they are 

obliged to engage in some forms of professional development to maintain their registration status, 

it is also an opportunity to explore different practices that might construct a pathway to other roles 

in academia and research or, indeed, act to improve quality of occupational therapy interventions 

for patients. As examples of these improvement activities across both Moments, opportunities to 

engage in professional development were cited in Chapter 6, where OTs developed their own 

assessment documentation (Blijlevens & Murphy, 2003), and Chapter 7, where OTs were 

involved in a project that streamlined an allied health community referral process (Bishop & Brott, 

2019). These actions provided them with professional autonomy situated within a clinical 

governance dominated DHB environment. 

Quiet influencers: Holders of hidden power 

Foucault (1982a) suggests “not everything is bad but that everything is dangerous, which is not 

exactly the same as bad. If everything is dangerous, then we always have something to do” (pp. 

231-232). What I understand Foucault to mean by this statement is that there is an instability 

connected with the dispersion of power and all discourses have the potential to work in both 

productive and counter-productive ways. Foucault warns that we must be vigilant in what we do 

to actively ensure we do not engage in behaviour that is possibly harmful to other individuals. It 

may be argued that within a clinical governance framework, OTs hold discursive power in that 

they are often placed in positions of hidden influence when it comes to patient outcomes. OTs are 

a “governmental mechanism of bodily regulation that produces subjects” through their practices 

(Gutiérrez Monclus & Pujol Tarrès, 2016, p. 68). They therefore need to ensure their behaviour 

and resulting effects avoid undue harm to others. Some may engage in what may be construed as 

a positive form of “counter-conduct” (Foucault, 2007a, p. 201) by pushing back or resisting 

discourses that limit what they are able to do, such as seeking extra funding for equipment that 

benefits their clients through demonstration of their reflective and clinical reasoning skills. OTs’ 

advice is frequently requested for safe discharge of clients into the community, but delays are 

seldom favoured by the rest of the team because of the economic pressures to empty beds. 

‘Positive counter-conduct’ is also evident in the need to engage in ethical reasoning, sometimes 

leading to recommendation of a delay to discharge if there are safety concerns, but for the patient, 

the risk of being unsafe at home is minimised. On the other hand, OTs can also recommend clients 

be discharged home with community services and equipment in place for safety, even in the face 

of opposition from the team or family, supporting a patient’s autonomy to make their own 

decisions. 

However, there is another subject position produced by the economic clinical governance 

discourse that construct OTs as gatekeepers and guardians of resources and information: “agent(s) 
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of social control” (Pollard et al., 2009, p. 11). It is important to note that in Foucauldian terms, 

this position is neither good nor bad, but OTs need to tread carefully. OTs are obliged to take 

ownership of how they delegate resources to patients. For instance, they must demonstrate that 

they are wisely issuing equipment and recommending only necessary home modifications, a part 

of their role to ensure that DHB populations are being effectively and equitably governed. 

Continuing with the example, as an alternative, they might provide education and home 

programmes which encourage clients to take responsibility for their own recovery, by engaging 

in self-help practices (Rimke, 2000), such as providing a falls prevention checklist for clients to 

use at home (Accident Compensation Corporation, 2003), or advising clients where they might 

purchase their equipment privately. 

OTs are also trained skilled observers and measurers of behaviour, collecting information which 

is recorded, reported, discussed, acted upon and stored for both individual interventions and, 

where indicated, for collective statistical data. These behaviours are crucial to OT practices within 

clinical governance frameworks. An example of useful collection of information by OTs would 

be collection of data concerning a patient’s home environment which might open up opportunities 

to provide options for home modification. In my experience, OTs have to decide where to draw 

the line between collecting essential data for patient treatment and recording other personal data 

not directly required for OT interventions, which may be construed as an invasion of privacy. 

Engaging in Foucauldian ‘technologies of the self’ within supervision by employing ‘care of the 

self’ (Foucault, 1988d) reflective skills helps to ensure OT behaviours are not ‘dangerous’. 

Pollard et al. (2009), advocate that OTs should hold political subject positions and use effective 

communication skills to actively challenge the rules that limit their practices as OTs. Their “3P 

dialectical triangle” (p. 10) is a reflective tool to aid political reasoning, exploring the OT’s 

political values through personal, professional and political lenses. If “not everything is bad, but 

everything is dangerous”, then the implication is that occupational therapy practitioners should 

reflect upon clinical governance discourses, challenging the discourses where necessary through 

careful use of counter-conduct, but also using them opportunistically in order to achieve change; 

particularly access to occupational engagement and participation for clients. 

OTs do hold power to be quiet influencers, and one such example is the feedback OTs gave to the 

implementation of an algorithmic Equipment and Modification Services (EMS) Prioritisation 

Tool (Ministry of Health, 2012). The tool was constructed with the aim of managing government 

funding of equipment more fairly within a capped budget. While the tool was mostly completed 

by EMS assessors (mainly OTs, in yet another role), there was one specific component, named 

the Impact on life (p. 1), which was a questionnaire that clients completed themselves, and was 

included in the scoring by the algorithm. I would argue that it was controversial from the moment 

it was implemented because the language used for the Impact (i.e. quality of life) component did 
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not appear to OTs to be client friendly, and it was difficult to introduce it into initial assessment 

meetings. The algorithm also diminished practitioner reasoning behind why an EMS assessor 

would seek equipment for their clients. 

In what we now recognise as an example of such counter-conduct, OTs provided collective 

feedback to the Ministry of Health (Orton, 2014, personal collection), who agreed to make some 

changes to the wording in the questionnaire and associated leaflets. The tool, in practice, turned 

out to be challenging to ‘do’ with clients “creating more bureaucracy and checks and balances by 

Accessable, leading to annoyance for them and DHB therapists” (Counties Manukau Health, 

2014a, p. 1). The Impact on life questionnaire was eventually removed when the Prioritisation 

Tool was replaced by ‘The Equipment and Modification Services (EMS) Portal’ in 2019 (Ministry 

of Health, 2019). EMS assessors were now again able to provide ‘rationales’ for their equipment 

requests. My personal experience with this issue leads me to believe that regular, quiet80 feedback 

from the EMS assessors who used the tool produced a change in the original Prioritisation Tool 

because it was perceived to be not as efficient and fair as at first thought. OTs “always have 

something to do”, it seems, to ensure they are both behaving in the interests of their patients and 

that they are not ‘dangerous’. 

Biculturally responsive 

From the late 1980s onwards, increasing disparities were identified between the health of Māori 

and that of European New Zealanders (Robson, 2007). Partly as a result, in Moment 1, discourses 

circulated within DHBs brought forward “the special relationship between Māori and the Crown 

under the Treaty of Waitangi” (Ministry of Health, 2003a, p. viii). The Treaty of Waitangi was to 

act as the foundation of equality within the New Zealand health system through the principles of 

participation, partnership and protection. As a result, bicultural competency became an 

expectation of a quality service which emphasised practices that are “people centred” and 

incorporated “equity and access, safety, efficiency, and effectiveness” (Ministry of Health, 2003a, 

p. 10). The knowledge supporting these practices could be acquired through opportunities to 

attend training offered by Māori Services. For OTs, bicultural safety discourses were also 

circulated by OTBNZ through their CCFR, which required OTs to set professional development 

goals aimed at demonstrating engagement in bicultural practices. 

In Moment 2, the Health, Quality & Safety Commission re-emphasised “cultural safety” (Health 

Quality & Safety Commission, 2017, p. 13) as part of ensuring consumer engagement and 

participation within its clinical governance framework as well as re-acknowledging the role of 

the Treaty of Waitangi as a foundation for the “key dimensions of quality” (p. 7) outlined in the 

original Ministry of Health document (Ministry of Health, 2003a). OTs in the DHBs were 

encouraged to consult with Māori services where appropriate, as when writing policy and within 

 
80 Carried out discreetly 
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their CASP professional development goals (Auckland Region District Health Boards, 2018) and 

OTBNZ ePortfolio requirements (Occupational Therapy Board of New Zealand, 2015c) that were 

also often used as a basis for the DHB professional development plan, aimed to further 

practitioner knowledge and understanding of Māori culture and history. As Māori construct and 

establish services within DHBs, texts suggest that an increase in Māori OT practitioners in DHB 

workforces would be a preferred outcome (Auckland and Waitematā District Health Boards, 

2017). In April 2021, the New Zealand Labour government announced plans to dismantle the 

District Health Boards and replace them with a new national body, Health New Zealand, and a 

new Māori Health Authority, that will sit alongside it, signalling a new shift in bicultural discourse 

and the power relationship between Māori and the Crown. The aim is to work in true partnership 

with Māori as the Māori Health Authority will “have the power to directly commission health 

services for Māori” (Quinn, 2021, para. 8). 

Enduring claimers of occupation 

Discourses that remain prominent in occupational therapy professional beliefs are those that 

construct the OT subject position that occupation is essential for health. They run alongside, cross 

and intersect with clinical governance discourses, and still dominate the construction of OT 

subject positions and practices that prompt OTs to seek ways of providing “occupation, 

enablement and justice” (Whiteford & Townsend, 2011, p. 65) for their clients. The authors write: 

Occupation is as necessary for human existence as air, food and water, and 
that the power of occupational engagement can be used therapeutically to heal 
the body, form community connections, and organise what people do. In 
recognizing the centrality of occupation for humans, occupational therapists 
and occupational scientists have begun to advocate that societies define and 
protect occupational rights. (p. 67) 

Above all else, occupational therapy practitioners look for opportunities that will enable their 

clients to participate in doing occupations that people want or need to do, because OTs believe 

that occupation is a human right (World Federation of Occupational Therapists, 2012). Clinical 

governance paradoxically both limits and provides opportunities for occupational justice events 

to occur. It sets boundaries on what can be provided economically, given regulations pertaining 

to the issue of equipment, particularly small items, like dressing equipment, which clients usually 

need to purchase privately, despite any limited financial means to do so. Instead, though, OTs 

educate their clients in the use of the recommended equipment and provide them with information 

as to where the items may be bought, rented or donated. In a neoliberal world, the latter method 

of intervention would be considered preferable, as the client is enabled to autonomously manage 

and participate in their own recovery by seeking their own equipment. It also demonstrates (in a 

small way) how OTs seek multiple solutions for occupation participation problems. OTs activate 

their reflective and problem-solving subject positions to uncover legitimate, and sometimes 
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underground, practices in order to achieve participation in occupation for their clients, within, and 

sometimes outside of, the boundaries of clinical governance frameworks. 

Monitoring clinical governance 
In 2010, research was conducted in New Zealand DHBs to ascertain to what extent were DHBs 

implementing In good hands (Brown et al., 2009) through the application of a newly developed 

tool, the Clinical Governance Development Index (CGDI) (Gauld & Horsburgh, 2012). Of 

concern in the ‘allied health/other’ category was the lack of familiarity of clinical governance 

amongst clinicians and worse, the perceived lack of support from DHBs for this cohort to be able 

to engage in clinical leadership activities. Davies et al. (2014), in a UK clinical governance 

conference, claimed that allied health was often a “poor cousin” and in some cases “a belated 

addition” to the traditional ‘doctors and nurses’ view of the provision of health systems. Even 

more recently, allied health has also been described as an “afterthought” (Allied Health 

Professions Australia, 2021, para. 1). These statements suggested that power is not distributed 

equally throughout DHBs and that the nursing and medical professions are still holding power to 

the detriment of allied health. The CDGI findings recommended that all health professions should 

be involved in clinical governance, thus having “the capacity to influence decision-making” 

(Gauld & Horsburgh, 2015, p. 7). Despite these shortcomings, Davies et al. (2014) argued that 

overall, New Zealand was actually making fair progress in the implementation of clinical 

governance frameworks and acknowledged that due to its complexity, practices associated with 

its implementation would take time to become a normalised part of the New Zealand health 

organisational structure. However, when the CGDI was repeated in 2017, little further progress 

had been made suggesting that there may be some resistance at play. 

In 2020, the Health and disability system review - Final report – Pūrongo whakamutunga, chaired 

by Heather Simpson, was released (New Zealand Health and Disability System Review, 2020). 

The Simpson Report identified four key themes: “consumers at the heart of the system; culture 

change and more focussed leadership; more effective Te Tiriti-based partnerships; integrated 

system” (p. 3). The client-centred, leadership, bicultural and systems discourses glimmering 

within these themes alone suggest that clinical governance has not impacted the DHBs as hoped, 

and so I would question whether devolution to DHBs and the attempt at rolling out multiple 

clinical governance frameworks have, in fact, improved the quality and equity of healthcare 

delivery. The recommendations suggest that “A new crown entity, Health NZ, should be 

established to lead delivery of health and disability services across the country ...all DHBs should 

be required to operate as a cohesive system subject to Health NZ leadership” (p. 63), “A Māori 

Health Authority should be established to lead strategic policy with respect to Māori health” (p. 

63) and that “the Ministry of Health assumes a stronger leadership role in population health” (p. 

244). 
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One other statement stands out for me: “The future system will not be successful unless the 

workforce is planned and managed more effectively than has been the case in the past” (p. 248). 

It leaves me wondering what future iterations of the health system will emerge from these 

discourses and, in particular, what subject positions and practices OTs will take up. Finally, the 

report signals that the Māori voice and perspective of health appears to have been listened to and 

considered: 

the entire report is aimed at addressing health inequity for all New Zealanders. 
It has specific, consistent references to equity and Māori woven through every 
recommendation and chapter. (Parahi, 2020) 

The outcome of this report was that in April 2021, Andrew Little, the Minister of Health, 

announced plans to “create a truly national public health service ...giving true effect to tino 

rangatiratanga and our obligations under Te Tiriti o Waitangi” (Little & Henare, 2021, para. 9) 

and through the creation of a Māori Health Authority. This raises the question of whether this 

new construction will effectively become a ‘super DHB’ with the opportunity to standardise the 

delivery of healthcare across New Zealand, and so avoid a ‘postcode lottery’ of care (Russell, 

2021), while also ensuring that Māori receive equity of care. A more pessimistic possibility is that 

a nationwide organisation will likely act to narrow the opportunities afforded by smaller (and 

potentially more nimble) organisations to experiment with novel care modalities, resulting in 

another period of time where ‘core practices’ are favoured. 

Limitations 
It is occasionally argued that Foucault’s work offers no formulaic method of discourse analysis 

to work from (Hook, 2001a), and there are no defined theories “of anything” (McHoul & Grace, 

1998, p. vii). Likewise, Foucauldian methodology may be read both critically as well as 

descriptively (Hook, 2001a). Applied critically, the Foucauldian understanding of discourse can 

be understood as a way of constituting knowledge that, in turn, produces practices which exercise 

and circulate power by discipline and resistance within social systems (Diamond & Quinby, 1988; 

Hook, 2001a, 2001b; Weedon, 1997). Foucauldian discourse analysis is effectively an alternative 

reading of social history and opens up opportunities to appraise traditional accounts of history 

from a different viewpoint (McHoul & Grace, 1998). 

As a descriptive methodology, however, the emphasis is on locating and describing what, within 

the texts, “can be said” (McHoul & Grace, 1998, p. 31). Foucault uses what McHoul and Grace 

term “interrogative practice” (p. viii) by asking many questions about certain phenomena 

produced within historical moments. Foucault mixes history and philosophy together to 

understand life in the present: “The philosopher and historian of otherwise” (p. viii). He does not 

search for ‘the truth’, arguing instead that there are multiple truths due to differences in 

interpreting the meaning of discourses within texts (Powers, 2001). Additionally, what is ‘true’ is 
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relative and constrained to the conditions of particular temporal moments, and so it is not 

generalisable to other contexts (Powers, 2001). 

An important limitation to my research is that I can only present my analysis and findings from a 

tauiwi81 perspective as I am non-Māori and an immigrant from the UK, settling in New Zealand 

in 2004. I cannot speculate on whether Māori OTs have the same perspectives as myself given 

that health is framed differently within Māori culture. As Foucault maintains, there is a plurality 

of ‘truths’ (See Chapter 3). My ‘truth’ is only one of many. There are further truths yet to be 

revealed from other sources.  

There can also be limitations placed upon getting access to documents, so the study needed to be 

planned to take that possibility into consideration by placing limits on the scope of the research 

focus (Gauld, 2001). Areas of interest that are not within the scope of this study, such as how OTs 

working in private practice are governed, would need to be a future study in itself. Following 

Foucauldian methodology as a researcher, it is not my role to predict what may be true in the 

future; nor apply my findings to other contexts. I can only describe ‘archaeologically’ what has 

happened in the past, critique how power has played out at certain moments in time and how 

certain past events have relationships with present practices. A Foucauldian approach to 

recommendations, therefore, would be to lay out the findings emerging from within the texts and 

leave it to others to contemplate the implications and construct their own conclusions. Therefore, 

I should not make recommendations, but instead highlight some questions that may need to be 

asked and consider some future directions this study may point to. 

Possible future directions 

For research 

There are a number of directions worthy of further research. One possibility is to study the 

experiences of occupational therapy practitioners who have worked within clinical governance 

frameworks (or future iterations of New Zealand healthcare delivery governance) to gain further 

understanding of what they believe has opened up or become closed to them when engaging in 

occupational therapy practice in DHBs. This might have the additional value of introducing the 

occupational therapy clinician voice to clinical governance research. 

Other groups may be interested in researching the impact clinical governance has had on their 

experience of New Zealand healthcare delivery, particularly Māori practitioners who may hold a 

quite different perspective, since being non-Māori myself, I can only properly comment on 

bicultural practice and the Treaty of Waitangi from a tangata tiriti perspective rather than tangata 

81 Foreigner, European, non-Māori; ancestry from another land 
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whenua. Another group may be patients themselves, who receive clinician services and so 

experience the ‘action upon action’ effect of clinical governance. 

A further area of useful research would be to extend the study to the many OTs working in private 

practice outside DHBs. This would identify the governance mechanisms that they are subjected 

to, and their similarities to, and differences from, what has emerged from this study of DHB 

occupational therapy practice. 

Lastly, it is possible, even likely, that OTs across New Zealand have been subject to an uneven 

level of governance, and further research to understand how much governance OTs really need 

might lead to improvements in the profession’s effectiveness and efficiency. 

For education 

Foucault (1997) argues that people subject themselves to “games of truth” (p. 281), which are 

practices of the self, involving the production of the subject. Pollard et al. (2009) noted that “the 

games people play are largely at an unconscious level” (p. 7). Both appear to be alluding to 

relations of power. If we make the assumption that clinical governance is concerned with relations 

and games of power that are largely unconscious, and the ability to take up opportunities wherever 

possible, it would seem reasonable to suggest that OTs are skilled in political competences, 

defined by Pollard et al. (2009) as: 

A dynamic set of critical knowledge, skills, and attitudes that enables one to 
engage effectively in situations of conflict and co-operation that are about 
responding to people needs and demonstrating the relevance of the profession. 
Examples of political competences are: political reasoning (pADL), strategic 
planning and decision-making, networking, lobbying, debating. (p. 21) 

So, a possible further direction for education might be to consider the open presentation and 

discussion of the complexities of clinical governance and leadership in occupational therapy 

student training programmes. Skills in political competence that may better prepare future 

students to work effectively on behalf of their clients within modern systems of governance - 

where every opportunity needs to be negotiated - would seem worthy of consideration. 

For policy and practice 

Clinical governance and its effects on practice are not always visible to those subjected to it, 

because it is complex, subject to change and not always named as ‘clinical governance’. The 

question therefore arises: if practitioners are not aware of, or do not understand, the system within 

which they work, how can they be expected to fully participate in it? Is there not also ‘danger’ in 

being unaware of the ‘games’ and relationships of power that are present and circulate in the 

workplace, preventing choices from consciously and actively being made about what practices to 

engage in? 
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The arc of discourses from Moment 1 to Moment 2 highlights that practitioners still do not seem 

to be provided with opportunities (education, time, participation, reflection) to gain full 

understanding of the nature and functioning of clinical governance. Because the framework reacts 

to changing political, social and economic discourse, its fluidity impacts the construction of OT 

subject positions and practices from moment to moment. The occupational therapy profession is 

well positioned, for example, to provide educational workshops via their conferences and 

workshops, as are DHB allied health services, where clinical governance discourse foregrounds 

the importance of learning and education opportunities. However, reflecting on the clinical 

governance framework in Clinical governance: Guidance for health and disability providers 

(Health Quality & Safety Commission, 2017), it is clear to me that: 

• There are still gaps within practice, particularly in the area of an “engaged effective 
workforce” (2017, p. 19). 

• Representation, the ability to speak out, expression of how an OT ‘feels’ about what they 
do and the provision of realistic time and resources still appear to be less prominent than 
the production of rules and regulations to discipline individuals. 

• Engagement of OT clinicians actively and freely participating in clinical governance 
quality initiatives is still limited, due to the time that needs to be specifically allocated to 
any work that is not directly concerned with patient treatment. 

• Discourses from the UK Francis Report (Francis, 2013) and Berwick Report (National 
Advisory Group on the Safety of Patients in England, 2013) concerning professional 
disengagement and its remediation, including opportunities for staff to engage in continual 
learning and improvement of patient care, have not been totally heeded in New Zealand. 
The enabling of front-line clinician participation is still at the discretion of managers, and 
now clinical leaders within directorates. 

It may simply be unreasonable and counterproductive to expect clinicians to engage in governance 

and leadership work within time originally allocated for clinical work, if the caseload is not 

reduced. The question then remains whether realistic staffing, funding, education and training 

will be future considerations to attract OTs to engage in quality initiatives. 

Finally, opportunities continue to emerge outside DHBs possibly due to neoliberal-inspired 

deregulation “creating a highly fragmented and complex health system” (Adams & Carryer, 2020) 

and the emphasis on DHB/private partnerships. There has been a gradual decline in the percentage 

of OTs working in DHBs; with a notable shift to 50% registered OTs in 2003, and only 46% of 

OTs reported as working in DHBs in 2020 (see Appendix I). This decline may have a number of 

root causes, but neoliberal-influenced clinical governance has surely had a part to play. It is an 

open question whether the ideal clinical governance model (i.e. including deep clinician 

engagement) can survive and flourish in a for-profit environment. 
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Conclusion 
How knowledge is constructed, circulated, selected and taken up into practice seems to be an 

important concept for practitioners to understand, and like other (even non-medical) professions, 

practitioners should always ask questions about the dissemination of knowledge and what the 

discourses constructing knowledge will do to their practices and, more importantly, what it will 

do to, and for, their clients. An intimate knowledge and understanding of the processes contributes 

to the ‘art of practice’ (Pollard et al., 2009, p. 25), aiding the effective management of client 

interventions and “an opportunity for political activism” (Silcock, 2020, p. 37). 

Finally, when working within a complex clinical governance framework, I would suggest that 

questioning policy and engagement in reflective practice before ‘doing’ is essential so that the 

occupational therapy practitioner knows why they are behaving and practicing in particular ways, 

because clinical governance does influence occupational therapy practice via circulating preferred 

DHB discourses and through relationships of power. Growing skills to be “political actors” 

(Pollard et al., 2009, p. 31), while following their own hearts into ethical practices, may enable 

OTs to hold power to exercise client visions, validate and/or question policy and promote 

occupational justice, social justice and bicultural equity within Health NZ and the Māori Health 

Authority – the planned next construction of the New Zealand healthcare delivery system. 
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Afterword 

One writes to become other than who one is. 
– Michel Foucault, Death and the Labyrinth

I did not realise the size and wide range of the project I had taken on. Initially, my question seemed 

quite straightforward, but not having previously studied philosophy, and particularly Foucault’s 

view of the world, I found myself starting from scratch. For me, the style of Foucault’s writing is 

a challenge to read and understand, especially in (sometimes variable) translation, so I used many 

secondary texts alongside his original writing in an attempt to grasp the concepts he was 

advancing. As he draws heavily from philosophical ideas throughout history, I also found myself 

researching his influences, again with the goal of putting his writing in context in an attempt to 

understand it. Chapter 3 reflects my challenge to understand Foucault’s methodology and how he 

constructed his ideas by manipulating and building upon the ideas of not only past philosophers, 

but also his European (primarily French) academic contemporaries. 

Another challenge was building up an understanding of clinical governance, how, where and why 

it initially emerged in the UK healthcare system, to eventually surface in New Zealand DHBs. 

Collecting the data to enable me to follow the trail involved multiple searches across both 

academic and grey literature and reading documents from multiple sources. I produced a standard 

literature review, later realising that the approach was incorrect for Foucauldian Discourse 

Analysis research. More importantly, though, was the crucial insight that although clinical 

governance was a significant concept in my thesis, occupational therapy practice was really the 

crux of my question, and so ‘occupational therapy’ and ‘occupational therapists’ needed to be the 

focus of ‘a history of the present’, the Foucauldian alternative to a literature review. 

I therefore turned to documents concerned with early occupational therapy practice to write ‘a 

history of the present’. Initially applying archaeological tools, I revealed how the early subject 

positions of OTs were constructed. Use of genealogical tools then provided a way of explaining 

how the effects of power produced subject positions that informed the way early clinicians 

practiced occupational therapy. It was this chapter where I first consciously applied Foucauldian 

tools, a task in itself that, for me, was frightening, yet challenging and something I wanted to 

become proficient in over the course of the thesis. 

On reflection, had I realised the potential extent of what I had inadvertently planned for myself, I 

think I would have taken more seriously the limitations placed on the allocated time frame of the 

study more closely. The research was limited to two years, plus an initial three semesters where 

papers were completed to guide philosophy, the literature review and to write the research 

proposal, forming the basis of the methods chapter. 
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Looking back, I would have ensured that my study design contained clear limits as to how much 

text gathering to undertake, but I left it somewhat open-ended. As a result, I felt the need to 

continually conduct literature searches throughout the study period, rather than keeping to a 

defined selection of texts for ‘the history of the present’ and for each moment. I also continually 

looked for literature that explained Foucault’s methodology and methods so that I could better 

understand his concepts and then confirm and apply what I thought I understood. Engaging in 

such a large quest for knowledge was, for me, interesting and enlightening, but perhaps not 

necessary for the overall small size of the study. 

However, I have to note here, that other than answering the research question, my whole approach 

in undertaking a DHSc., was not to achieve its completion as quickly as possible, but to enjoy the 

journey, while developing my thinking, knowledge and writing skills beyond the level I started 

with. Being an older person, my clinical career behind me, there was no urgency to hold another 

qualification. It was a personal challenge, and fully enjoyed, most likely because I did allow 

myself to venture beyond what was really required for the study. 
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ADHB Auckland District Health Board 
  Metropolitan DHB covering Auckland city centre and immediate suburbs 

DHB(s) District Health Board(s) 
  Created by the New Zealand Public Health and Disability Act 2000 

CLANZ Clinical Leaders Association of New Zealand 
  (extant 1998 – c.2003) 

CMH Counties Manukau Health 
  Rebrand of Counties Manukau DHB – covering Southern Greater Auckland 

COPM Canadian Occupational Performance Measure 
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OT Board (New Zealand) Occupational Therapy Board 
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NZJOT New Zealand Journal of Occupational Therapy 
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NZROTA New Zealand Registered Occupational Therapists Association Inc. 
  Incorporated 28th June 1948 after Department of Health acceptance of constitution 

OTBNZ Occupational Therapy Board of New Zealand 
  Occupational Therapy Board continued by HPCAA (2003), renamed from NZBOT 
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Appendices 

Appendix A: A corpus of work. Foucault publications as tools 

Michel Foucault’s books were written within the context of French history and philosophical 

approaches popular in France at the time he was writing, such as Marxism, phenomenology and 

structuralism. His primary audience was other French academics who were well aware of French 

politics and each other’s philosophical perspectives (Schwann & Shapiro, 2011). For that reason, 

Foucault’s writing rarely explains the historical circumstances of his thought, because of the 

assumption that his French readers were immersed in the context. Schwan and Shapiro suggest 

those with limited knowledge of French history may miss Foucault’s message: Societal behaviour 

is contingent on both the discursive construction of the ‘preferred truth’ and the individual’s or 

populations response to this version of truth, relative to particular moments of history. Societal 

behaviour can change as a response to the autonomy of an individual to resist societal rules and 

regulations (Schwann & Shapiro, 2011). According to Foucault, individuals are turned into 

‘subjects’ through the action of power relations, and, more specifically, what they do to 

themselves, through use of technologies of the self, which may involve confession, supervision, 

reflection and how they will behave under certain defined conditions (Foucault, 1982b). 

In an early publication, Maladie mentale et personnalité (Mental illness and personality) (1954), 

Foucault was influenced by psychology, psychoanalysis, phenomenology and, arguably, 

Marxism. Of this latter influence, he said: “I often quote concepts, texts and phrases from Marx, 

but without feeling obliged to add the authenticating label of a footnote with a laudatory phrase 

to accompany the quotation” (Foucault, 1980a, p. 52). We can assume that Marxist thinking is at 

least present in his early writing, although not attributed, even though Foucault himself says that 

he was never a Marxist (Foucault, 1996, p. 350; 1998b, p. 437). In any case, over time he moved 

away from such philosophy and developed his own ideas regarding power and oppression. 

An interest in language and discourse can be seen as early as the 1960s, when Foucault wrote a 

number of literary essays on writers who were also philosophical thinkers: the mystic Georges 

Bataille (1897-1962), the libertine Donatien Alphonse François, Marquis de Sade (1740-1814); 

the commentator Pierre Klossowski (1905-2001) and the literary theorist Maurice Blanchot 

(1907-2003). Like Foucault, many of these men were also influenced by the ideas of Friedrich 

Nietzsche (1844-1900) or Martin Heidegger (1889-1976). During this time, he also wrote 

Raymond Roussel (published in English as Death and the labyrinth: The world of Raymond 

Roussel) (Foucault, 1963b), an examination of the life and works of this experimental writer who 

investigated language and its relationship with non-linguistic objects (Kelly, 2016). This interest 

in discourse soon became the foundation for the next phase of his work, archaeology, and is the 

starting point of Foucauldian discourse analysis. 
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Archaeology 

Foucault published three major works in the 1960’s, each developing on its predecessor, resulting 

in his concept of ‘archaeology’. In the first, Folie et déraision: Histoire de la folie à l’âge 

Classique (1961), translated as Madness and civilization (1988a), Foucault discussed his 

interpretation of the terms ‘rationality’ and ‘irrationality’ and how reasoning is not necessarily 

tantamount to the truth, pointing out that there were examples of social control that were based 

on rational thinking but actually acted as a repressive mechanism in society. He was also clear to 

point out that caution should be applied to any censure of reason because that could lead to 

irrational social actions (O’Farrell, 2005b). The tensions between what is rational and irrational 

were similar to Nietzsche’s theoretical concepts based in ancient Greek mythology; Apollo, the 

god of reason and the rational, versus Dionysus, the god of the irrational and chaos (Kreis, 2012). 

 

Figure 19. 1963 first edition of Naissance de la Clinique. Reproduction permission granted. 

In his third book, Naissance de la clinique: Une archéologie du regard médical (The birth of the 

clinic: An archaeology of the medical gaze) (1963a), Foucault focused only on describing 

discourses in their historical setting, not attempting to provide any explanation, beginning a move 

away from his earlier flirtation with Heidegger and phenomenology. The content of The birth of 

the clinic signals Foucault’s interest in contingent events shaping history by his claim that 

knowledge suddenly changed in the 1700s due to a number of seemingly unrelated events. 

Furthermore, Foucault’s concept of the ‘medical gaze’82 is described, effectively an investigation 

into the effects of power on the body. He argues that patients, when under the care of the 

 
82 As in the titles of some of his books, Foucault’s original French is sometimes only imperfectly translated into 
English, for example “medical gaze” is originally “regard médical”, where the French regard has connotations of 
looking, seeing, staring, perception and gazing, i.e. an active and intentional action. 
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physician, become dehumanized, their bodies becoming separated from their identity, signifying 

the power of the physician over the patient. His following book, Les motes et les choses. Une 

archéologie des sciences humaines (The order of things: An archaeology of the human sciences) 

(1966), realizes ‘archaeology’ as a methodology and cements it as one of Foucault’s major ideas. 

Genealogy and discourse 

In his next major work, L’ordre du discours (The order of discourse) (1971), Foucault examined 

‘how’ discourses are constructed through the application of his method of genealogy. This deals 

with a random ‘field of objects’ to be discovered and encountered, focusing on uncovering 

discursive/non-discursive practices as a series of events, ‘the discursive field’ (Penalver, 1994). 

Genealogy enabled Foucault to study discourses within a historical social setting to make 

transparent the hidden strands of power, revealing real influences on phenomena of interest (Mills, 

2003). 

How discourses occur 

Foucault’s inaugural Collège de France lecture introduced a political dimension to his work by 

questioning “how” discourses occur. He used his method of genealogy to locate the study of 

discourses within an historical setting and make hidden strands of power transparent, thus 

revealing the real influences on phenomena of interest (Mills, 2003). Foucault was intrigued with 

the techniques of power and how it in turn influenced events in history, eventually leading to 

change in the current time. The publication of Surveiller et punir: Naissance de la prison 

(Discipline and punish: The birth of the prison) in 1975 latterly laid out both his concept of 

genealogy as a methodology, built on archaeology, and his argument that knowledge and power 

are interrelated. 

Collection of tools 

In a February 1975 Le Monde interview with Roger-Pol Droit, Foucault is quoted as saying: “All 

my books… are, if you will, little toolboxes. If people are willing to open them and use a sentence, 

an idea [or] a study, as a screwdriver or spanner to short-circuit, discredit or break systems of 

power, including perhaps the very ones that my books come from... well, that’s good!” (Foucault, 

1975a). Foucault’s ‘toolbox’ referred to his philosophical thoughts, ideas, and research processes, 

which he freely offered to readers, suggesting that they find their own way to use and adapt in 

their own research. He considered that his writing provided examples of “experience” rather than 

“truth” and that he often did not know where his work would take him, indicating that only when 

he reflected on the completed work did he see the method he should have used (Foucault, 2000c). 
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Table 13. Publications, moments and tools within the Foucauldian corpus 

One body of work; multiple stages (Dreyfus & Rabinow, 1982) producing three historical 
approaches that overlap: Archaeology; genealogy and the history of thought (O’Farrell, 2005b). 

Publications, theses and lectures Notes 

Formation of ideas from philosophy, literature, sciences exploring Heidegger 

Maladie mentale et personnalité (Mental illness 
and personality), (Foucault, 1954) 
Wrote introduction to Binswanger’s Dream and 
existence in 1954; influence: existentialism and 
phenomenology 
Over 20 literary essays written between 1962-66 
(Saghafi, 1996) concerned with philosophy, 
language and discourse (Kelly, 2016), including: 
Bataille: A preface to transgression, 1963 
(Foucault, 1977d) 
Klossowski: The Baphomet Introductory essay 
The prose of Actaeon, 1964 (Foucault, 1988c) 
Blanchot: Maurice Blanchot: The thought from 
outside, 1966 (Foucault, 1987) 
Raymond Roussel Death and the labyrinth: The 
world of Raymond Roussel, 1963 (Foucault, 
2004a) 
De Sade Language to infinity, 1963 (Foucault, 
1977b) 
Presentation of primary doctoral thesis, History 
of madness, published as Maladie mentale et 
psychologie (Mental illness and psychology) 
(Foucault, 1962) 
Presentation of secondary doctoral thesis, 1961, 
Introduction to Kant’s Anthropology, published 
posthumously (Foucault, 2008b) 
 
 

Prolific reader of the sciences, literature and 
history (Eribon, 1991). 
Studied philosophy and psychology 
Philosophical influences included: 
Marxism (Louis Althusser); psychology, 
psychoanalysis (Lagache; Freud); Marxism and 
phenomenology (Hegel, via Jean Hyppolite) 
(Eribon, 1991); 
Existential phenomenology, hermeneutics 
(Heidegger); existential analysis (Binswanger) 
(Eribon, 1991); 
Phenomenology, the body as a source of knowing 
the world, language (Merleau-Ponty) 
(Eribon, 1991); 
History and philosophy of the sciences; 
contingency, epistemological break (Gaston 
Bachelard via Georges Canguilem), 
(Gutting, 1989); 
Linguistics and semiotics (signs) (Barthes); 
Classical history, historical breaks and ruptures 
(Nietzsche); Paradigm shifts, discontinuity, 
structures (Kuhn) 
(Garland, 2014); 
Philosophy and power (Dumezil); Enlightenment, 
ethics, aesthetics, epistemology - knowledge 
(Kant); Identity and difference (Deleuze). 
Structuralism, phenomenology, hermeneutics 
(interpretation of human actions through text) 
(Dreyfus & Rabinow, 1982). 
Literary influences included  
(Eribon, 1991): 
Bataille; Art, eroticism, philosophy 
Maurice Blanchot: language, literary theory, 
philosophy 
Klossowski: Marquis de Sade and Nietzsche 
Marquis de Sade: Eroticism 
Roussel: investigated language and its 
relationship with non-linguistic objects  
(Kelly, 2016) 
Experiences: working in a hospital and prison 
(Eribon, 1991). 

 



262 

Publications, moments and tools within the Foucauldian corpus (contd.) 

Archaeology: Descriptive methodology (structuralist) oeuvre 

Folie et déraision: Histoire de la folie à l’âge classique 
(The history of madness in the classical age) (1961) 

 
 
 
 
 

Naissance de la Clinique: Une archéologie du regard 
medical (Birth of the clinic – an archaeology of the 
medical gaze) (1963a) 

 
Les mots et les choses: Une archéologie des sciences 
humaines (The order of things: An archaeology of the 
human sciences) (1966) 

 

 

L’archéologie du savoir (Archaeology of knowledge) 
(1969a) 

 
 

Qu’est-ce qu’un auteur? (What is an author?) Lecture 
and discussion (1969b)  

History of madness introduces problematization 

Construction of what is abnormal compared with 
what is normal; exclusion of those displaying 
abnormal behaviour from rest of group; naming; 
of the abnormal behaviour analysis of abnormal 
behaviour 

Governmentality; regulation of spaces and 
bodies; surveillance - the gaze – both body and 
state - statistics; classification; signs, symptoms, 
disease; role of patient and doctor; 

Archaeology as a methodology. How knowledge 
and theory is constructed through the way the 
human sciences are unconsciously ordered and 
normalised within particular moments in time; or 
episteme. 

History of ideas; A description of the 
archaeological method used in previous three 
publications. Terms: Episteme; statements; 
discursive formations; rules of formation 

Problematization of the author. Authors as 
discursive formations, their relationship to texts; 
author function, recognition of the extent of their 
work; influence on other authors; the system of 
constraints acting upon them. 

Genealogy: Cause and change 

 L’ordre du discours (The order of discourse) (1971), 
Foucault’s inaugural lecture at the Collège de France. 

Surveiller et punir: Naissance de la prison (Discipline 
and punish: The birth of the prison) (1975b) 

Sécurité, territoire, population (Security, Territory, 
Population) (2004c) Collège de France lectures 

Naissance de la biopolitique (The birth of biopolitics) 
(2004b) Collège de France lectures 

Building on archaeology 

History of the present 
 
Knowledge and power related 

How discourses linking power and knowledge 
can be mapped; produced by rules and procedures 

What is true and what is false 

Social criticism on the prison system 

 Problematization. Ethics – Analysis and formation of the subject; care of the self 

Histoire de la sexualité I: La volonté de savoir (The 
history of sexuality: The will to knowledge) (1976a) 

Histoire de la sexualité II, L'usage des plaisirs (The 
history of sexuality : The use of pleasure) (1984a) 

Histoire de la sexualité III, Le souci de soi (The history 
of sexuality : The care of the self) (1984b) 

Disciplinary power; biopower; ethics 

Technologies of the self: Care of the self 

Practices used to by subjects to transform their 
mode of being. Construction and modification of 
self through practices 

History of thought 
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Appendix B: Foucault the philosopher-historian 

Foucault combines philosophy with history, a practice that was frowned upon by American 

philosophical purists (Poster, 1982), but was not uncommon amongst the French philosophers 

influencing Foucault’s work, including Jean-Paul Sartre (1905-1980), Fernand Braudel (1902-

1985) of the Annales School of history, Gaston Bachelard (1884-1962) and Foucault’s doctorate 

sponsor, Georges Canguilhem (1904-1995) (Gutting, 2001). 

By pairing philosophy and history together, he constructed his own methodology to understand 

problems of the present by examining the past. Foucault acknowledged that his use of philosophy 

combined with history was unconventional and often signalled that he did not consider himself a 

philosopher; “I am not an analytic philosopher. Nobody is perfect” (Foucault, 1999, p. 160); “I 

myself am not a philosopher, and barely a critic” (Foucault, 2007b, p. 49). However, in spite of 

his protestations, he is recognised as a philosopher, as his body of work shows a deep commitment 

to philosophical ideas, particularly of the self, experience, transformation; philosophy of politics 

and philosophy of dialogue (O’Leary & Falzon, 2010). 

“I am not a philosopher” 

Despite his assertions about being a non-philosopher, Foucault’s thinking is seen as having been 

influenced by a number of prominent philosophers including Aristotle, Plato, Immanuel Kant, 

Gilles Deleuze, Charles Baudelaire as well as Nietzsche and Heidegger (O’Leary & Falzon, 

2010). Kant, who pioneered the philosophical critique of knowledge (Gutting & Oksala, 2018), 

was a particular influence in Foucault’s development of his methodology of archaeology 

(McQuillan, 2010), and continued to be so later in Foucault’s life, when he turned to exploration 

of the genealogy of ethics and critique (O’Leary & Falzon, 2010). Foucault confirmed his use of 

Kantian ideas when he said, “If one abandons the work of Kant, one runs the risk of lapsing into 

irrationality” (Foucault, 1984d, p. 248). 

Foucault’s work is trans-disciplinary, combining ideas from history, sociology, psychology, and 

philosophy, thus, the ‘human sciences’ are a particular focus of his writing rather than the natural 

sciences of biology, chemistry and physics. Foucault conducts an analysis of the human sciences 

in his book, Les mots et les choses (1966). He argues that while the natural sciences take the stance 

of ‘man’ as being part of the natural world, where ‘man’ is understood to be already formed as a 

subject, the human sciences open up a different way of understanding how the formation of 

subjects is enabled (Gutting, 1989, 2005). Positioning his work within the human sciences, 

Foucault claims that there is no such thing as the natural occurrence of objects such as “man” or 

“god”, but that objects are constructively produced and named through discourse (Palmer, 1997). 

Furthermore, human objects are constructed as subjects by underlying networks of power 

relations that run invisibly below the surface of society. Subjects are produced by “technologies” 

or “microphysics” of power acting within societal institutions. Everyday behaviours desired and 
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favoured by a society at a particular moment are thus produced through the effects of prominent 

discourse, science and knowledge (Poster, 1982). 
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Appendix C: Requests for information, and approvals 

20/2/17 
To: Geraint Martin, CEO, Counties Manukau DHB 
Kia ora Geraint, 
My name is Yasmin Orton, and I am a Doctor of Health Science candidate at Auckland University of 
Technology. The connection is that I found your presentation to my class in 2015 to be the single most 
useful thing of that course and of the year: the information you shared and the references you 
recommended were invaluable in my background work towards formulating my research question, 
which has now been approved. 
I don’t want to take up any more of your time than is necessary, so I’ll come straight to the point. I am 
writing to ask for your help in obtaining permission to gather relevant CMDHB documents to use as 
data for my research. 
My research question working title is: “A post-structural discourse analysis of how clinical governance 
has shaped occupational therapy practice in Aotearoa/New Zealand”. My understanding is that clinical 
governance should be embedded in healthcare and is concerned with accountability, regulation and 
control of clinical performance, including: 

• Patient safety, standards of care (quality assurance) and patient health outcomes 
• Integrated ways of working; clinical leadership and decision-making at all levels 
• Prudent and effective use of resources and spending 
• Consumer participation 
• Improved information systems (IS) 

I am seeking your permission to access organisational, service and practice specific documents 
designed to guide allied health and occupational therapy practice. 
Examples might include: 

• Any direct and indirect clinical governance work documented within the DHB (via minutes, 
reports, working notes, letters, leadership structure diagrams, descriptions, values statements, 
annual plans) 

• Position statements, policy / practice, SOPs, supervision, audit, peer review guides 
• Project planning and quality initiatives (terms of reference, memos, reports, pamphlets) 
• Any documents that indicate possible constraints or limits to practice 
• Documents pertaining to patient collaboration and feedback 
• Documents related to working at top of scope; resource allocation, carrying out work 

effectively and safely – supports; hinderances 
• The use of IS systems for interventions, communication, documenting, etc. 
• Clinical leadership; promoting and hindering implementation 
• Job descriptions/ adverts, interview questions, key role components 

I am also asking if you would permit me to visit CMDHB to access and search limited areas of 
information storage systems and make copies of relevant documents to study. I am not interested in 
or seeking patient private personal information or interventions. 
If you are able to help, would need more information or can refer me on to others in the DHB who can 
grant permission/set up access for me, please would you contact me: 
Email: yasmin@orton.com 
Phone: 0277 589 588 

Thank you in advance. 
Kind regards, 
Yasmin Orton 
Doctoral Candidate, Auckland University of Technology (AUT) 
Academic supervisors: Professor Clare Hocking; Professor Deborah Payne (AUT)  
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Letter for NZBOT to publish requesting docs 3 Feb 2017 
Kia Ora, Occupational Therapists, 
I am interested in how the concept of clinical governance has influenced current occupational therapy 
practice and am hoping that you might be able to help me locate documents that will assist my research 
into this topic. 
Clinical governance is concerned with: 

• Accountability, regulation and control of clinical performance 
• Effective patient/client health outcomes 
• Prudent and effective use of resources and spending 
• Patient safety 
• Promoting the highest standards of patient care (quality assurance) 
• Consumer participation via collaboration and communication with service users 
• Improved information systems (IS) 
• Integrated ways of working, 
• Support for organisational learning and clinician professional development 
• Partnership between clinicians and managers with emphasis on clinical leadership and joint 

decision-making at all levels, including front-line care 
I am currently looking for documents that will enable me to identify what aspects of clinical 
governance are affecting the way occupational therapists are able to provide service and interventions 
to their patients/clients. I hope to source material from New Zealand/ Aotearoa healthcare providers, 
such as DHBs, PHOs and special schools. I am also interested in the implementation of clinical 
governance strategies within private companies, including contracted Ministry of Health agents for 
equipment supply and housing modifications as well as companies contracted to carry out ACC-
derived work – anywhere occupational therapists practice within healthcare in New Zealand. 
I am interested in both the benefits and the constraints of clinical governance and the contingent nature 
of occupational therapy practice. To do this, I will be gathering and analysing documents from a 
Foucauldian discourse analysis viewpoint, which is essentially, identifying the 
power/knowledge/resistance interplay and the hidden mechanisms related to clinical governance, that 
shape current occupational therapy practice with a view to understanding how the occupational therapy 
profession has responded to the application of clinical governance in the workplace. 

As clinical governance is a wide ranging concept, it encompasses practices that might not always be 
clearly labelled as clinical governance, but articulated in various other ways, such as procedures, rules, 
regulations, monitoring and disciplinary processes associated with practice, peer review, ePortfolio 
and APC processes; quality projects, best value/outcomes, high quality care, supervision, audit, patient 
satisfaction and feedback, population health initiatives, leadership roles, in-services and ability to 
attend courses or participate in post-grad education. It is these activities that clinicians are more likely 
to be involved in and it is the documents associated with this work that I am interested in locating for 
potential analysis in my study. 
If you have participated in or are familiar with any clinical governance type work in your organisation 
such as that mentioned above, I would love to hear from you. 
I am interested in accessing documents such as: 

• Policy documents/practice guides/standard operating procedures, supervision, audit, peer 
review 

• Project planning and quality initiatives 
• Key role component descriptions 
• Patient and clinician safety 
• Any documents that indicate possible constraints or limits to practice 
• Terms of reference, memos, minutes, reports, pamphlets, photos, newsletters, diary, journal 

or blog entries 
• Governance / leadership structure diagrams or descriptions 
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• Job descriptions, adverts for positions, interview questions 
• Patient satisfaction questionnaires, quality and consumer feedback documents 
• Values statements, annual plans overarching organisational or service documents 
• Research, training, further education and professional development initiatives 
• Documents pertaining to working at top of scope in practice and supports to achieve this 
• Costs, budgeting, fiscal prudency 
• Resource allocation to be able to carry out work effectively, including IS systems 
• Integrated ways of working, communicating, liaison in/outside organisation 

These documents could be organisational, related to an allied health service, or most importantly, 
specifically designed to guide occupational therapy practice. 
I am not interested in or seeking individual patient/client information, or anything related to individual 
client interventions / personal information, nor am I wishing to interview anybody. I am simply 
seeking access to documents that pertain to the take up of clinical governance by occupational 
therapists within the New Zealand healthcare system. 
If the documents are not in the public domain, permission to use them from the originating source will 
be sought. 
If you can help me locate any relevant documents, Please contact me, Yasmin Orton: 
Email: yasmin@orton.com 
Phone: 0277589588 
 
Thank you. 

Yasmin Orton 
Doctoral Candidate, Auckland University of Technology (AUT) 
Academic supervisors: Professor Clare Hocking; Professor Deborah Payne 
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Appendix D: ‘Powerpoint thinking’: Power, discourse, subjectivity 
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Appendix E: Snapshots from Yasmin’s thoughts; an ongoing log 

10.8.17 From reading Carabine (2001): Unmarried mothers 1830-1990: A genealogical analysis in Discourse as data: 

A guide for analysis. Eds Wetherall, Taylor, Yates; Thousand Oaks, Sage. Beginning to understand genealogical 

approach and what discourses are. Have tried to apply to CLANZ clinical governance document 2001. Making notes 

about the context around the document as well as what may be implied from knowing the context. I believe I am now 

focusing in on what I need to select from Foucault’s tools for this study. Also read Fadyl, Nicholls, McPherson (2013) 

Interrogating discourse: The application of Foucault’s methodology for discussion to specific inquiry. This article then 

goes into the specifics of using discourse and the terms Foucault used to analyse discourse. Need to make a chart to 

guide me. 

Just completed a review of the 2003-05 OTBNZ minutes. Was a busy period as the HPCAA bill was passed and the 

Board needed to put in place a competency system to fulfil the requirements. Work involved examining other systems 

around the world, writing documents re. ethics, scope, competency to practice as well as the actual registration process 

and the online platform. Throughout, the board needed to address discipline/complaints and decide upon the appropriate 

action to take. Surveillance, gathering information, reporting, collaborating, disciplining, auditing, generation of 

statistics were all prominent in this work. Some work was completed (CCFR documents); other work was ongoing 

(discipline/complaints managements); new work was taken up (Recognition of biculturalism: Use of Te Reo Māori in 

documents; driving assessment). Some things were discontinued (removal of ‘old’ documents); others were given new 

names (cultural essay – cultural assessment for overseas applicants). 

28.12.18 Safe places 

Are there actually mechanisms that enable clinicians to actually speak out and tell the truth about their practices? I 

suggest not, surveillance and punishment curtail this practice. Environments are not safe. Supervision affected by this; 

managers participate in supervision; relations are messy and grey. Supervision should be external to the DHB / 

organization with an impartial party, if there is to be complete confidentiality as described in the OTBNZ documents. 

Cost…..yes, this is a problem. OTs should be paid more or receive an allowance for supervision so that they can choose 

a supervisor themselves. 

Technology sshmology 

Governance emphasizes the development and take up of technology to enhance and improve clinician interventions. 

Evidence shown in leadership governance meetings where ‘apps’ discussed and plans for a policy in the use of apps to 

be written. Skyping also being considered as alternative to real live meetings in the home or healthcare facility. Seen 

as an effective and economic means of providing interventions to clients to be able to be responsible for and own their 

own recovery pathway, thus moving the responsibility over to clients to ‘do’ the rehabilitation themselves. Technology 

could be seen as providing measured, limited interventions; depersonalizes - arguably reducing the humanistic 

component of being actually there; removes the emotion and connectedness associated with a clinic / home visit and 

the relationship that is built between the clinician and the client. About rationalizing practice, making the most of time 

available and productivity – part of a machine – in its extreme. What does this do to the clinician and the practice? Will 

a different type of person – less focused on humanism and caring - attract and take up what is called OT? On the other 

hand, some clients might prefer this approach – more convenient, able to track themselves, go at own pace, select what 

they want to do, etc. 

How do we know what is true – time of post truths – multiple truths – unscientific truths – what we want the truth to 

be and not to be. How do we know what is normalized into practice is ‘the truth’? 

22.1.19 Transferrable skills 

OT has a large transferable skill set, do we need to be doing work at root cause of health problems rather than bandaging 

the aftermath? Should we think of ourselves more as occupation specialists rather than therapist? Therapist gives us 

such a narrow field of work and implies that we should be in organisations such as DHBs, working with individuals, 

when the profession could be involved in more strategic health care planning and execution. Move away from medical 

model - provision of equipment- can be done by others - would question whether this is our true role in the current 
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healthcare arena - holding on to something from the past. What other opportunities are out there? Remember, not on 

set pathway, all about taking up opportunities that present themselves when they arise 

6.2.19 Walking the walk talking the talk - what the doing does. The observed moment where that phrase made sense 

to me. A nurse ‘doing’ with her patients in a culturally appropriate way. Hongi and using language they understood, 

making a way for them and their family to be comfortable in hospital. Seeing their reactions and the animated way they 

participated - what the doing does.....Provision of real patient centred health care. Te Tapa Wha. Holistic. Cultural. 

Compassionate. Beautiful. 

7.2.19 Nebulous creatures 

So, when working in DHBs, where the discourses are biomedically predominant, OTs have to look really hard to justify 

their presence and what they do. So much of what an OT does is not visible. So much goes on through observation – 

standing quietly to see what a person does or says, and then, thinking about that observation, reflecting, imagining the 

possibilities, and feeding back potential solutions. OTs are a catalyst for doing. OTs do not require to be seen to be 

‘hands-on doing’ themselves. It is contradictory to their philosophy, although it could be argued that some practitioners 

feel the need to be seen to be doing something. Hence, the attraction of wheelchairs, and possibly, standardised 

assessments, not specifically designed for OTs to administer. OTs could be seen as the “producers” in a team – 

visualising, imagining, planning, directing, co-ordinating, editing, finding financing, liaison, - towards a client’s 

ultimate occupational goal. All are nebulous, rather than concrete, but as a whole, can create an effective and desired 

outcome for the person involved at the centre of the work. 
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Appendix F: Moment 1 pointers to emerging clinical governance in a DHB 

The table summarizes pointers I sought in the Moment 1 (2003 – 2005) documents that would 

signify to me the presence of an applied clinical governance framework. 

 

Clinical 
governance 
framework 

Systems 
awareness 

Teamwork Communication Ownership Leadership 

Clinical 
effectiveness 

Quality 
initiatives 
Safety 
Value for 
money 
Outcomes 
Interconnecting 
services 

MDT / IDT 
Outcomes 
Seamless 
service 

Use of 
information 
systems; 
openness; 
transparency 
 

Individual and 
collective 
responsibility 
at all levels to 
achieve safe, 
quality 
outcomes that 
are value for 
money 

Clinical 
leadership; 
Everyone a 
leader 

Risk 
management 
awareness 

Development of 
processes to 
promote safe, 
competent 
practice and 
minimize risk 
Use of audit 
Interconnecting 
services 

Consider risks 
as a team and 
practice risk 
minimization 
 

Training in use of 
processes 
designed to 
minimize risk and 
promote safety 

Individual and 
collective 
responsibility 
for competent, 
safe and 
ethical 
practice 
 

Supporting 
processes and 
procedures 
designed to 
minimize risk at 
all levels 

Communication 
effectiveness 

At all levels; 
across services; 
with patients / 
whanau 
Interconnecting 
services 

Reporting; 
Documenting; 
sharing 
information 
appropriately 

2-way process, so 
also from ground 
up 
Collaboration 
Feedback / 
outcomes 

Individual and 
collective 
responsibility; 
including 
patient / 
whanau 

2-way process, 
so also from 
ground up 
 

Patient 
experience 

Inclusive, 
patient-centred 
care; 
partnerships 
Interconnecting 
services 

Teamwork 
inclusive of 
patient 
 

Easily understood 
shared knowledge 
and information 
Lay people 
elected to DHB 
board 
Client panels 

Individual and 
collective 
responsibility; 
including 
patient / 
whanau 

Support 
patient 
experience 
practices at all 
levels 

Resource 
effectiveness 

Value for 
money 
Interconnecting 
services 

Value for 
money 
Avoid 
duplication of 
services 

Use of 
information 
services for 
efficient use of 
time and 
resources 

Prudent use of 
budget and 
resources at 
all levels 

Support 
prudent use of 
budget and 
resources at all 
levels 

Strategic 
effectiveness 

Value for 
money 
Interconnecting 
services 
 
 

Structure for 
professional 
and cultural 
diversity in 
teams for best 
outcomes 

Feedback 
mechanisms 

Individual and 
collective 
responsibility 
to provide 
services with 
best outcomes 
for patients 

Support 
effective ways 
of working at all 
levels 

Learning 
effectiveness 

Learning 
organisation 
Interconnecting 
services 
Learning 
opportunities 
for staff 

Working 
together to 
develop new, 
efficient ways 
of working 
 

Organizational 
communication at 
all levels 

Individual 
responsibility 
to engage in 
lifelong 
learning, 
Skills 
development 
and 
knowledge 
acquisition 

Support 
provision of 
selected 
knowledge 
acquisition 
at all levels 
Promote wise 
use of 
knowledge 
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Appendix G: Moment 1 DHB strategic planning framework 
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Appendix H: The author’s CASP reflection (2014) 

CASP Objective 1 

Evidence 5 

Reflection: How Māori participants can be made to feel comfortable during an interview and how 

their information and knowledge needs to be handled and respected in research (32) 

Before completing my research, I read and referred to the work of Linda Tuhiwai Smith (1999), 

who indicated that the effects of colonisation and the ‘research’ completed during this period, 

have had ongoing effects on Māori and that many Māori consider research warily. Therefore, it 

was imperative that when I conducted my research, the three principles of the Treaty of Waitangi, 

partnership, participation and protection were followed. With respect to partnership, it was 

important to acknowledge that a researcher’s personal values do impact on communication with 

Māori participants, and so the researcher needs to be aware of this and minimise that influence by 

careful preparation. 

I hoped that I would have Māori participants in my study, but in the end, this was not achieved. 

Still. I carefully prepared so that I had the knowledge to make sure any participant would feel 

comfortable completing an interview with me. In the literature, for cultural awareness, Sporle and 

Koea (2004) suggested obtaining advice. Therefore, I prepared for participation of Māori 

clinicians by initially seeking a conversation with [advisor 1] (Ngāti Maniapoto, Ngāti 

Kauwhata), NZROT. [Advisor 1] had completed research in the past and agreed to share some 

insights that assisted with making my approach acceptable to potential Māori participants. I also 

met with [advisor 2], Māori Research Advisor at WDHB, who suggested I pay particular attention 

to the coding of information and that I offer to hand write notes during an interview as an 

alternative to using a tape recorder. [Advisor 1] talked about the importance of respecting 

knowledge. She said that Māori often consider that their knowledge is not personally owned by 

them - that it belongs collectively to their whanau and iwi. This may include Tikanga and local 

practices, what they know from others in their family, their community. From [advisor 1], I 

understood that client-centredness, from the Māori perspective was about ‘me and my family’. 

This concept is an important aspect of cultural awareness and meant that if information was shared 

with me, the researcher, I needed to make sure that the information was verified as correct and 

enable the participant the opportunity to remove or withdraw any information they were 

subsequently uncomfortable with. Additionally, the remaining information needed to be used 

carefully so as not to cause distress to the participant or wider family. [Advisor 1] indicated that 

traditionally, Māori have a strong oral tradition, and many have special roles in their community 

as orators and welcomers to the Marae. Therefore, because the spoken word might be the preferred 

means of communication for some participants, I was prepared to offer to read the transcripts, as 
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required. Sporle and Koea (2004) recommended that when conducting a research project it was 

important to obtain informed consent from the individual or wider collective. This was 

particularly important if Māori traditional knowledge was involved. In actual fact, as my study 

was about ideas from occupational therapy literature, I did not anticipate that Māori traditional 

knowledge would be a subject of discussion. Another recommendation was that for the purposes 

of confidentiality, any identifiable information should not be used. This was particularly 

important with Māori participants, as they may have requested that the research information to be 

disseminated beyond themselves to their whanau/family. So, in my study, I used pseudonyms to 

represent participants. I also asked participants to check the transcript to make sure that the 

information was correct which provided them with the opportunity to have any information 

removed that they felt uncomfortable about. Additionally, I gave them copies of the transcript and 

offered to provide a summary of the outcome of the research, so that they could choose to share 

with others if they so wished. 

One of the last pieces of advice [advisor 1] gave me was to understand that Māori are not supposed 

to talk about their own achievements. In Māori communities, others do that for you. She gave an 

example of how, in interviews, family traditionally accompany the applicant, and it is they who 

tell of the applicant’s accomplishments. Therefore, when I wrote the participant information sheet, 

I made sure participants knew that they could bring a supporter, if they wanted. My overall 

reflection was that by taking time to consider cultural aspects associated with research, with 

respect to Māori participation, I was well prepared. I believe the insights set up a good approach 

for the participants I actually did interview, although not Māori.  
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Appendix I: Proportion of OTs working in DHBs/Health Authorities 

Compared with overall workforce of registered OTs over time: shows gradual decline, while 

private practice/ education/ other increases) 

Date DHB/HAs Reference 

Unable 
to find 
statistics 
prior to 
1979 

 Legacy of Occupation (Gordon et al., 2009) notes that until the late 1960s, new 
graduate OTs were still bonded for first two years to pay for their education, 
after which it was common for them to do their OE and travel/work abroad. 
From the accounts collected in the book, it would appear that the main 
workplaces from 1950s – 1970s were government funded general and mental 
hospitals and sanitoriums. There was some acknowledgement of working in 
the not-for-profit private sector, such as in blind institutions, children’s farm 
schools, aged care, as well as for the Multiple Sclerosis Society, the Crippled 
Children Society and the Asthma Society. One practitioner worked for the 
prison service. Some also left the profession and used their skills working in 
generic roles. The assumption, then, is that the majority of OTs worked for 
government-funded organisations – the equivalent of DHBs of the time. 

1979 87% Occupational therapy workforce (Morris, 1979/1990) 

1988 74% Occupational therapy workforce profile (Department of Health, 1988, p. 12) 

This is the second one – first completed in 1985 (unavailable) 

2003 56.8% (APC 
application 
survey) 

Clinical training agency (2003). Disability workforce analysis report. Ministry 
of Health. Wellington. p.15 (Survey undertaken in 2002 – figures from 2001)  

2004 50.4% (New Zealand Health Information Service, 2004) 

2007 52.8% (APC 
application 
survey – only 
44.5 response 
rate) 

(New Zealand Health Information Service, 2007) 

2008 51% (New Zealand Health Information Service, 2008) 

2011 59% (Occupational Therapy Board of New Zealand, 2011, p. 17) 

First time annual report includes organisations (incl. DHBs) OTs worked for 

2012 53% (Occupational Therapy Board of New Zealand, 2012, p. 17) 

2013 57% (Occupational Therapy Board of New Zealand, 2013, p. 15) 

2014 51% (Occupational Therapy Board of New Zealand, 2014, p. 19) 

2015 49% (Occupational Therapy Board of New Zealand, 2015a, p. 19) 

2016 49% (Occupational Therapy Board of New Zealand, 2016a, p. 19) 

2017 49% (Occupational Therapy Board of New Zealand, 2017, p. 19) 

Also reproduced in: (Valentine et al., 2017, p. 34) 

2018 48% 
 
49% 

(Occupational Therapy Board of New Zealand, 2018a, p. 19) 
Also in: 
(Stokes & Dixon, 2018, p. 43) 

2019 46% (Occupational Therapy Board of New Zealand, 2019a, p. 19) 

2020 46% (Occupational Therapy Board of New Zealand, 2020a, p. 22) 
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Appendix J: Waitematā DHB Values leaflet 2014 

 

  

Our$shared$values$
and$behaviours$

About$our$values$and$behaviours$
Our$values$and$behaviours$were$developed$by$over$1,000$
pa6ents,$whānau$and$members$of$staff.$They$describe$
how$we$aim$to$be$with$the$people$we$$serve$and$with$each$
other,$and$set$out$our$ambi6on$to$provide$an$“best$care$
for$everyone”.$Here’s$what$pa6ents$said$about$our$$
care$in$In$Your$Shoes$mee6ngs.$

Our$values$and$behaviours$will$shape:$
• The$way$we$plan$and$make$decisions$
• The$way$we$behave$with$pa6ents,$service$users,$$
whānau$and$with$each$other$
• How$we$recruit,$induct,$appraise$and$develop$staff$
• How$we$measure$and$keep$improving$everyone’s$$
experience$

“The$contact$from$the$
clinical$nurse$specialist$in$
the$hospital,$at$home,$$
made$me$feel$cared$for,$
loved$and$cherished.”$$$

“They$looked$aJer$me$like$my$
own$children$would$have.”$

“The$surgeon$clearly$
explained$the$pros$and$
the$cons$of$surgery.$I$
could$make$a$choice.”$

“I$felt$like$safe,$as$a$
consistent$system$was$
being$used.$It$was$clear$
to$everyone$if$I$needed$

assistance.”$

How$we$aim$to$be$with$pa6ents$and$each$other$

everyone$maKers$ “ 

“ 

with$compassion$ “ 

“ 

connected$ “ 

beKer,$best,$brilliant$ “ “ 

“ 

Every$single$person$
maKers,$including$pa6ents,$
clients,$family$members$$
and$staff$members.$

$

• Welcoming$and$friendly$
• Respect$each$individual$
• Listen$and$understand$
• Speak$up$for$others$$

We$see$our$work$in$health$as$a$
voca6on$and$more$than$a$job.$
We$are$aware$of$the$suffering$of$
those$entrusted$to$our$care.$We$
are$driven$by$a$desire$to$relieve$
that$suffering.$This$philosophy$
drives$our$caring$approach$$

and$means$we$will$strive$to$do$
everything$we$can$to$relieve$

suffering$and$promote$wellness.$
$

• Compassion$$
for$your$suffering$

• AKen6ve$and$helpful$
• Protects$your$dignity$
• Reassuringly$
professional$

We$need$to$be$connected$with$
our$community.$We$need$to$be$

connected$within$our$
organisa6on$–$across$disciplines$
and$teams.$This$is$to$ensure$care$
is$seamless$and$integrated$to$

achieve$the$best$possible$health$
outcomes$for$our$pa6ents$/$
clients$and$their$families.$

$

• Communicate$to$$
keep$people$informed$

• Explain$clearly$
• Teamwork$with$pa6ents,$
whānau,$and$colleagues$

• Give$and$receive$$
feedback$

We$seek$con6nuous$
improvement$in$

everything$we$do.$We$will$
become$the$na6onal$
leader$in$health$care$

delivery.$

• PosiCve$we$can$make$
a$difference$

• Improve$services$and$
ourselves$

• Safe$prac6ce$
• Efficient$and$organised$

v7$U$6$March$2014$
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Figure 20. Waitematā DHB Leaflet 2014 Our shared values and behaviours. (Waitematā DHB, 
2014a). Copyright WDHB 2014. Reproduction permission granted.  

Our$standards$
Our$behaviours.$How$we$are$with$service$users$and$colleagues.$

Love$to$see$ Expect$to$see$ Don’t$want$to$see$$

Ev
er
yo
ne

$m
aG

er
s$

Welcoming$
and$friendly$

•  Makes$everyone$feel$posi6vely$
welcomed$and$valued$

•  Is$courteous$and$polite,$engages$
people,$makes$eye$contact,$smiles$

•  Introduces$themselves$using$‘the$
3Ms$in$welcome’$

•  Ignores$or$avoids$pa6ents$or$
colleagues$

•  Is$aggressive,$rude$or$impolite$

Respect$$
each$individual$

•  Brings$the$best$out$of$others$by$
recognising$their$different$abili6es$

•  Remembers$people’s$names$

•  Welcomes$different$views$/$cultures$

•  Makes$assump6ons,$is$judgmental$
or$disrespec`ul$of$other$people$

•  Gossips$

Listen$
and$understand$

•  Mo6vates$others$by$making$6me$to$
listen$to$their$views$and$feelings$

•  Is$interested$in$what$others$say$ •  Talks$over$people,$doesn’t$let$them$
ask$ques6ons$or$express$views$

Speak$up$
for$others$$

•  Encourages$colleagues$to$speak$up$
on$behalf$of$others$

•  Speaks$up$every$6me$they$see$poor$
or$unsafe$care$or$behaviour$

•  ‘Walks$by’$or$ignores$poor$or$unsafe$
care$or$behaviour$

W
ith

$c
om

pa
ss
io
n$

Compassion$$
for$your$suffering$

•  Is$though`ul$about$other$people$
and$takes$6me$to$‘put$themselves$
in$other$people’s$shoes’$

•  Checks$in$to$see$people$are$OK$
•  No6ces$pain,$and$does$everything$
they$can$to$reduce$it$

•  Is$dismissive$of$other$people’s$
concerns,$feelings$or$pain$

AKen6ve$and$

helpful$
•  Always$wants$to$make$a$difference$
for$other$people,$even$if$it$means$
pueng$themselves$out$

•  Asks$people$if$they$need$help$or$if$
they$are$in$pain$

•  Proac6vely$offers$to$help$people$or$
finds$someone$else$who$can$

•  Stands$back$un6l$someone$asks$for$
help$$U$“not$my$pa6ent$/$job”$

•  Walks$past$people$in$obvious$need$

Protects$your$$

dignity$
•  Encourages$everyone$to$support$
the$privacy$and$dignity$of$pa6ents,$
families$and$colleagues$

•  Always$acts$if$they$see$someone’s$
dignity$or$privacy$being$harmed$

•  Is$gentle$

•  Does$/$says$things$that$make$people$
feel$unsafe,$unvalued$or$bullied$

Reassuringly$
professional$

•  Is$calm$and$pa6ent$even$when$
under$pressure$

•  Is$aware$of$the$impact$of$things$
they$say$and$do$on$other$people$$

•  Takes$their$stress$out$on$others$via$
tone,$language$or$behaviour$

Co
nn

ec
te
d$

Communicate$
keep$people$informed$

•  Connects$teams$and$services,$
inside$and$outside$our$organisa6on,$
so$they$can$work$beKer$together$

•  Keeps$people$informed$so$they$
know$what’s$happening$

•  Is$prepared,$reads$notes$in$advance$

•  Keeps$informa6on$that$other$
people$need$to$themselves$

Explain$$
clearly$

•  Follows$up$to$check$that$people$$
have$understood$what’s$happening$

•  Explains$clearly,$using$appropriate$
language,$so$people$can$understand$

•  Uses$jargon$or$confusing$language$
others$have$trouble$understanding$

Teamwork$with$
pa6ents,$whānau,$$
and$colleagues$

•  Involves$people$to$make$informed$
choices$about$things$that$affect$them$

•  Involves$pa6ents,$families$and$
colleagues$in$everything$they$do$

•  SiloUworking.$Acts$without$involving$
people$in$issues$that$affect$them$

•  Lets$hierarchy$get$in$the$way$of$care$

Give$and$receive$

feedback$
•  Encourages$feedback$from$their$
service$users$

•  Appreciates$good$work,$says$“thanks”)
•  Speaks$up$when$people$don’t$live$up$
to$our$values$or$give$their$best$

•  Is$not$open$to$hearing$or$ac6ng$on$
feedback$about$themselves$

•  Blames$other$people$

Be
G
er
,$b

es
t,$
br
ill
ia
nt
$

PosiCve$we$can$
make$a$difference$

•  Is$posi6ve$about$what$we$can$
achieve,$has$high$standards,$and$
mo6vates$others$to$meet$them$

•  Uses$best$prac6ce$to$deliver$the$
best$outcomes$whatever$their$role$

•  Celebrates$and$shares$success$

•  Uses$nega6ve,$pessimis6c$language$

•  Accepts$poor$performance$

Improve$$
services$and$ourselves$

•  Inspires$others$to$be$crea6ve$in$
finding$beKer$ways$to$do$things$$

•  Supports$other$people’s$learning$

•  Reviews$performance$and$evidence$
to$look$for$beKer$ways$to$do$things$

•  Proac6vely$finds$ways$to$improve$
their$own$knowledge$and$skills$$

•  Resists$change$for$the$beKer$
•  Doesn’t$look$to$learn$or$improve$
their$own$skills$or$knowledge$

Safe$$
prac6ce$

•  Shares$lessons$learned$and$
supports$others$to$improve$safety$

•  Follows$safe$prac6ce,$is$vigilant$
about$risks,$and$challenges$unsafe$
prac6ce$

•  Covers$up$errors$
•  Doesn’t$follow$agreed$safe$prac6ce$

Efficient$
and$organised$

•  Stays$responsive$to$pa6ents$and$
colleagues$when$under$pressure$

•  Is$on$6me,$organised$and$efficient$

•  Respects$other$people’s$6me$
•  Is$regularly$late$
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Appendix K: Table and figure reproduction permissions 

Table 7 and 8 

  



285 

Figures Attribution 

Figure 1. Plan of Jeremy Bentham's Panopticon prison 1791. Public domain. 

Figure 2. Prisoners assemble outside their open cells in a Presidio Modelo Panopticon, Isla de 
Pinos, Nueva Gerona, Cuba. Photograph circa 1940s. Orphaned work 

Figure 3. Early formative mind map. Author’s work. 

Figure 4. Thinking visually using Powerpoint. Author’s work 

Figure 5. Sample prescription forms for sanatorium and physical disability use showing medical 
doctor direction of the purpose of treatment and decision on the desired outcomes. (Haworth & 
Macdonald, 1946, p. 133 & 127). Orphaned work 

Figure 6. Economic discourse upholding the value of occupational therapy practice recognised 
through plans of NZRSA to acquire more funds that would provide further interventions to 
servicemen. (Evening Post, 1943b, p. 4). Copyright Fairfax Media. Creative Commons New 
Zealand BY-NC-SA licence. 

Figure 7. Hierarchy in the OT department: OT – Assistants – Volunteers – Patients. (Evening 
Post, 1943c). Copyright Fairfax Media. Creative Commons New Zealand BY-NC-SA licence. 

Figure 8. Sample record sheet and report revealing treatment plans for rehabilitation of physical 
injuries (Haworth & Macdonald, 1946, pp. 128-129). Orphaned work 

Figure 9. Adapted equipment examples (Haworth & Macdonald, 1946). Orphaned work. 

Figure 10. ‘Temple’ model: The building blocks of clinical governance. (Stonehouse, 2013). 
Copyright 2013 by the British Journal of Healthcare Assistants. Reprinted with permission. 

Figure 11. A framework for quality improvement in New Zealand. (National Health Committee, 
2002, p. 13). Copyright NHC. Non-commercial reproduction license. 

Figure 12. Examples of quality improvement at the four levels (National Health Committee, 2002, 
p. 13). Copyright NHC. Non-commercial reproduction license. 

Figure 13. First page of the author’s PDR from Waitematā DHB 2014. 

Figure 13. The New Zealand Triple Aim framework (HQSC, 2021a; Minister of Health, 2016b). 
Copyright 2016 Ministry of Health. Licensed under Creative Commons Attribution 4.0. 

Figure 14. The five strategic themes (Minister of Health, 2016b). Copyright 2016 Ministry of 
Health. Licensed under Creative Commons Attribution 4.0. 

Figure 15. HQSC clinical governance framework (HQSC, 2017). Copyright HQSC 2017. 
Reproduction rights granted. 

Figure 16. Part of the Waitematā DHB leaflet Our shared values and behaviours (Waitematā 
DHB, 2014a). Copyright WDHB 2014. Reproduction permission granted. 

Figure 17. Governance as occupational therapy emerged in NZ 1940-1960. Author’s work. 

Figure 18. Overview: Multi-governance Moment 1 (2003-2005 and Moment 2 (2015-2017) 
produced by multiple discourses from multiple sources. Author’s work. 

Figure 19. 1963 first edition of Naissance de la Clinique. Reproduction permission granted. 

Figure 20. Waitematā DHB Leaflet 2014 Our shared values and behaviours. (Waitematā DHB, 
2014a). Copyright WDHB 2014. Reproduction permission granted.   
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Figure 10. 

Stonehouse, D. (2013). Clinical governance: It’s all about quality. British Journal of healthcare 

Assistants 07(02): 94-97. Fig 1, p. 95. DOI: 10.12968/bjha.2013.7.2.94 

Order Detail ID: 72003551  

British journal of healthcare assistants by MA Healthcare. Reproduced with permission of MA Healthcare 
in the format Thesis/Dissertation via Copyright Clearance Center.  
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Figure 11 and 12 

 

Figure 13 and 14 

From the front cover: This work is licenced under the creative commons attribution 4.0 
International licence. In essence, you are free to : share ie copy and redistribute the material in 
any medium of format; adapt ie remix, transform and build upon the material. You must give 
appropriate credit, provide a link to the licence and indicate if changes were made. 
https://creativecommons.org/licenses/by/4.0/  
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Figure 15 
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Figures 16 and 20 

From: "Sue Christie (WDHB)" <Sue.Christie@waitematadhb.govt.nz> 
Date: 10 May 2021 at 09:56:05 NZST 
To: Yasmin@orton.com 
Subject: FW: Permission to reproduce a leaflet in DHSc. thesis 
 
Kia ora Yasmin 
I am a nobody in terms of research but took a lead role in this part of the Values programme. This pamphlet is still 
used and distributed to each new employee so is clearly in the public domain. I would say use it. 
Kind regards 
Sue Christie 
Workforce Development 021574895 
 
From: Melissa Norman (WDHB)  Sent: Monday, 10 May 2021 9:39 a.m. To: Sue Christie (WDHB) Subject: FW: 
Permission to reproduce a leaflet in DHSc. thesis 
 
Hi Sue 
Is this something you would normally look after? 
Kindest Regards 
 

Melissa Norman I Controlled Documents Lead Corporate Quality & Risk I Waitemata DHB 
Ext: 45421 Monday-Friday 6am-2pm 
 
From: Awhina Mailbox (WDHB)  Sent: Monday, 10 May 2021 9:34 a.m. To: Wendy HORNE (WDHB) Cc: Research & 
Knowledge Centre (WDHB); Melissa Norman (WDHB) Subject: FW: Permission to reproduce a leaflet in DHSc. thesis 
 
Hi, 
Not sure who needs to give permission for this? 
Thanks, 
Domini 
 
From: Yasmin Orton [mailto:yasmin@orton.com]  Sent: Saturday, 08 May 2021 11:54 a.m. To: Awhina Mailbox 
(WDHB) Subject: Permission to reproduce a leaflet in DHSc. thesis 
 
Attention: Permissions 
I am a Doctoral candidate in the final stages of completing a DHSc. thesis at AUT. 
My supervisors are Prof. Care Hocking and Ass. Prof. Deb Payne. 
The thesis is a Foucauldian discourse analysis of how clinical governance has influenced occupational therapy 
practice within DHBs. 
I would like to reproduce the attached leaflet, “Our shared values and behaviours (2014)” within the thesis, as I 
refer to it in certain chapters as an example of changing behaviours. 
It is for educational purposes only, not for commercial use. 
Please would you give me permission to reproduce it. 
Happy to provide further information if required. 
Thank you. 
Kind regards, 
Yasmin Orton 
Doctoral candidate, Faculty of Health and Environmental Sciences, AUT. 
 
Yasmin Truelove Orton 
0277 589 588 
yasmin@orton.com  
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Figure 19 

Dear Yasmin Orton, 
I am getting back to you regarding your permission request. 
We grant you the rights to reproduce this cover for free. 
If your thesis is being commercialized, please inform us. 

With my best regards, 
Alexandra Pernin 
Royalties Administrator/ Accounts/ Permissions 

170 bis, boulevard du Montparnasse – CS 20012 - 75680 Paris cedex 14 
www.humensis.com 
De : Yasmin Orton <yasmin@orton.com>  
Envoyé : vendredi 9 avril 2021 03:22 
À : Alexandra PERNIN <alexandra.pernin@humensis.com> 
Cc : Yasmin Orton <yasmin@orton.com> 
Objet : Permission to reproduce cover of Michel Foucault 'Naissance de la Clinic' 

Hi Alexandre, 
I understand you manage applications for permission to reproduce illustrations from books published by 
Presses Universities de France. 
I am requesting permission to reproduce the cover of Michel Foucault’s book, ‘Naissance de la Clinic’ 
(see attachment) in my thesis. 
I hope you will be able to grant permission to do this. 
I am a doctoral candidate at Auckland University of Technology (AUT) , New Zealand. 
My doctoral thesis (Doctor of Health Science) uses Foucauldian discourse analysis for the methodology 
and method. 
My AUT supervisors are Professor Clare Hocking and Ass. Professor Debra Payne. 
Please let me know if you require further information to support this request. 
Thank you for considering my request. 
Kind regards, 
Yasmin Orton 
MHSc. OTR, NZROT 
Doctoral Candidate 
Faculty of Health and Environmental Sciences, AUT 


